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NORFOLK 

ISSUE 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  full  Information,  see  Package  Insert 
or  P.D.R 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


ISP®  DISPOSABLE  UNIT 


W&D  BRAND  OF 


SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 


(50  mg.  per  ml.) 


•MSULPHALEIN- 
4 A COMPLETE, 

ITERILE, 

ISPOSABLE, 

; ECONOMICAL 
WTIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


1YNSON,  WESTCOTT  & DUNNING,  INC. 


( BSPQ3) 
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He  is  elderly, 
he  is  on  corticosteroids, 
when  he  needs  an  antibiotic 
he  may  he  a candidate  for 


DECLOSTATIN  300 


DemelhylchlortelracyclineHCl  300  mg 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 


b.i.d. 


i guard  susceptible  patients  against  intestinal  mondial  over- 
&wth  during  broad-spectrum  therapy  — the  protection  of 
statin  is  combined  with  demethylchlortetracycline  in 

ECLOSTATIN. 


For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
the  broad-spectrum  therapy  that  prevents  monilial 
ergrowth. 


irntraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
ne  or  nystatin. 

irning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accumu- 
'.ion  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
e indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
ty  he  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
;ht  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
joduce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
ema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
lergic  reactions  have  been  reported.  Patients  should  avoid  direct 
posure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
scomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
)nes  should  be  carefully  observed. 

ecautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 


ls: u 

1 


stant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon 
cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  HUN,  apparently  dose  related.  Transien 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare) 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  dru; 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  by 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  b< 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impair* 
by  the  concomitant  administration  of  high  calcium  content  drugs,  b 
and  some  dairy  products.  Treatment  of  streptococcal  infections  si 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  CompanJ 
Pearl  RiverjjNew  York 


\ 
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FACT  L LEGEND 


WEN  LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

£*1  SPECIAL  EXERCISES/ 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


|G  IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  and  MAY- JUNE. 

OVERWEIGHT  PEOPLE  1 

ARE  LEAST  iE£B~p 
INTERESTED 
IN  DIET  IN 
DECEMBER . 


T*Cost  of 

AM  BAR  EXTENTABS 

IS  APPROXIMATELY  / 
\ ONE-HALF  THAT  OF  ft 
\ OTHER  LEADING  \ 
APPETITE 

> SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
IV  LONG-TERM  THERAPY! 


JANUARY 


"rEBRuES^/A 

VjJ,'// 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AM  B AR  2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company, 

RICHMOND,  VA.  23220 


AH^OBINS 


( SYRUP  OF  OH  LORAL.  HYDRATE  ) 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


JONES  and  VAUGHAN 
Richmond  26,  Virginia 


JoinThe  Medical  Society  of  Virginia’s 

sponsored  and  endorsed  Disability  Income  and 
the  new  In-Hospital  Income  plans 


New  In-Hospital  Plan  Features: 

□ Pays  in  addition  to  any  other  insurance  carried 

□ Benefits  go  directly  to  you  to  spend  as  you  wish 

□ Your  employees  may  enroll 

□ Your  family  is  eligible 

□ Special  convalescence  benefits 

□ No  termination  because  of  age 

□ Supplements  your  Major  Hospital  Nursing  Program 


Why  take  risks? 

Let  the  insurance 
company  take  them 
for  you.  Guarantee 
yourself  an  income 
when  disabled  or 
hospitalized.  Use 
coupon  below  to  get 
complete  information. 


Mail  to : David  A.  Dyer  Insurance  Agency,  Medical  Arts  Bldg.,  Roanoke,  Virginia  24011 

Send  me,  without  obligation,  all  the  facts  on: 

□ Disability  Income  Q In-Hospital  Income  Plans 


Name. 


Address. 
City 


_State_ 


-Zip. 


Both  plans  underwritten  by 


Insurance  Company  of  North  America 


For  relief  from  the  worry  and  expense  brought  on  by  accident 
and  sickness  disability. 


MONEY 


When  doctors  are  disabled  and  prevented  from  practicing,  expenses  mount  up  fast.  They  face 
not  only  the  bills  associated  with  today’s  costly  medical  treatment,  but  the  great  expense  of 
maintaining  an  office  and  full  staff  as  well.  That’s  why  the  cost  of  just  one  month’s  disability  often 
runs  into  thousands  of  dollars! 

Your  Medical  Society  of  Virginia  knows  this.  That’s  why  they  have  sponsored  two  plans  that  offer 
the  standard  remedy: 


MONEY 

• A Professional  OVERHEAD  EXPENSE  Plan 

which  pays  fixed  office  expenses  when  you’re  disabled  and 
prevented  from  practicing  due  to  accident  or  sickness. 

• A Catastrophic  HOSPITAL-NURSE  Plan 

which  pays  the  high  costs  of  medical  treatment  associated  with 
accident  and  sickness  disability. 


Both  of  these  Plans  are  sensibly  priced  because  of  your  Association’s  sponsorship. 

And  either  or  both  of  them  can  go  to  work  for  you,  today  ...  if  you  call  us  now.  Find  out  for  your- 
self why  your  Society  has  selected  these  insurance  plans  as  the  best  available  to  its  Members. 
For  more  information,  write  or  call  collect.  There  is  no  obligation,  of  course. 


Administrator,  David  A.  Dyer 
Medical  Arts  Building 

Roanoke,  Virginia  24011  Phone:  344-5000 
Both  Plans  underwritten  by 

AMERICAN  CASUAL  TY  COMPANY 
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Why  Not  YOUR  OWN  Laboratory? 

• Maintain  your  own  high  professional  standards! 

• Custom-designed  to  your  own  individual  space  requirements! 

• No  lost  time  waiting  for  test  results! 


Until  now,  many  Laboratory  installations 
were  either  standardized  to  a point  where 
they  were  merely  compromises  or  they 
were  custom-built  at  great  expense  to  the 
Physician.  NOW  MEDICALAB  offers  you 
“custom”  designed  cabinetry  and  count- 
ers as  economically  produced  standard 
items.  These  units  may  incorporate  every 
feature  of  truly  custom-built  cabinetry 
including  concealed  plumbing,  built-in 
equipment  and  almost  endless  selection 
of  size  modifications  to  meet  any  space 
requirement.  We  suggest  you  contact 
MEDICALAB  directly  for  additional  as- 
sistance in  planning  and  selecting  the 
right  equipment  for  your  Laboratory. 


IlflEIM  CALAII 


STEPHEN  A.  LEVICK  CO. 

2100  BREMO  ROAD 
R I C H M 0 N D , V I R G I N I A 23  23  0 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


New 


Tegretol' 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  ot 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  drug 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  treat- 
ment with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonom- 
etry, are  recommended  for  patients  being  treated  with  this  drug  since 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  with 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosis, 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  in 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre- 
quency, acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urine, 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome, 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  erythema 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema- 
tosus, gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexia, 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps, 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo- 
tension, syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effects 
are  drug-re’lated  is  not  known.  However,  some  of  these  complications  have 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  be 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  meals, 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  dose 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  hours 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg.  and 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should  be 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  1 00  and  1 000.  (B)46-820-A 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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Just  one  50  or  100  mg. 
tablet  in  the  morning  can 
work  a long  diuretic  day 
in  edema  and  hypertensior  I 


tygroton 

ilorthalidone 


can  work 


long  day  too 


lot's  because  of  its  prolonged 
ip  :tion,  usually  providing  smooth 
l uretic  activity  throughout  the  day. 
si  nd  one-a-day  dosage,  in  the 
ng  run,  means  few  tablets  to  take 
id  few  tablets  to  pay  for. 


Hygroton,  brand  of  chlorthalidone, 
may  mean  troublesome  side  effects 
for  certain  patients.  And  you  can  t 
prescribe  it  in  cases  of  demonstrated 
hypersensitivity  to  the  drug  or  in 
severe  renal  or  hepatic  diseases. 


Before  writing  it  for  your 
patients,  please  check  the 
Prescribing  Information. 
It’s  summarized  on  the 
next  page. 


Hygroton 

hlorthalidone  in  edema  and  hypertension 


Geigy 


in  edema  and  hypertension 

A little  Hygroton  can  work  a long  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibility 
of  small  bowel  lesions  (obstruction, 
hemorrhage,  and  perforation)  should 
be  kept  in  mind.  Surgery  for  these 
lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supplements 
immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastroin- 
testinal bleeding  occur. 

Use  with  caution  in  pregnant  patients. 
Since  the  drug  may  cross  the  placental 
barrier,  adverse  reactions  which 
may  occur  in  the  adult  (thrombocy- 
topenia, hyperbilirubinemia,  altered 
carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  this  drug  should  always 


be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  patients 
receiving  ganglionic  blocking  agents 
or  other  potent  antihypertensive 
drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by 
at  least  one-half.  Barbiturates,  nar- 
cotics or  alcohol  may  potentiate  hypo- 
tension. Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during 
therapy,  the  drug  should  be  discon- 
tinued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not  rec- 
ommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 


weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 
sion, aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis, 
impotence,  dysuria,  transient  myopia, 
skin  rashes,  urticaria,  purpura,  necro- 
tizing angiitis,  acute  gout,  and  pancrea- 
titis when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop  after 
prolonged  administration.  Other  reac- 
tions reported  with  this  class  of  com- 
pounds include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg. every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 

( B)R2-46-230-D 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Count  the  Prescriptions 
filled  by  Peoples  Drug  Stores 
and  you  get  100  million 
times  people  have 
counted  on  Peoples 


We  have  passed  the  hundred  million 
mark.  That’s  the  number  of  prescrip- 
tions filled  by  all  Peoples  Drug  Stores 
since  we  opened  our  doors  in  1905.  We 
say  this  with  great  pride,  since  this  im- 
pressive figure  illustrates  an  impressive 
public  confidence.  Because  behind  all 
prescribed  medicine  at  Peoples  is  con- 
fidence— in  the  physician  who  pre- 
scribes, the  manufacturer  who  supplies, 
and  the  pharmacist  who  fills  the  pre- 
scription. At  Peoples,  nothing  is  more 
important  to  us  than  this  confidence. 
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" Everything  looks  fine, 

but  we  should  do  something  about  that  extra  weight  you’re  putting  on.” 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better-during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiouslyand  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects.-  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 


Volume  95,  July,  1968 


19 


Tofranil®,  imipramine  hydrochloride 

Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 


the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 


thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen. 

Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  and 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 


For  him,  commencement 


For  his  mother,  the  beginning 
of  his  career  may  seem  the  end 
of  hers.  The  end  of  feeling 
needed  and  useful.  The  begin- 
ning, perhaps,  of  a pathological 
depression. 


Magna 

cum 

depression 


**»»«* 


Tofranil  can  often  relieve  the 
symptoms  of  her  depression.  If 
it  can  relieve  her  mental  anguish, 
you  may  be  able  to  help  her 
graduate  into  a new  and  fruitful 
life  of  her  own. 

Tofranil  could  be  her  commence- 
ment, too. 

Tofranil*  Geigy 

imipramine 

hydrochloride 

in  depression 


The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 


o 
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'nd/or  addition  of  a tranquilizer  or 
bmporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
iypotension  and  substantial  blood 
jressure  fall  in  hypertensive  patients, 
urpura,  transient  jaundice,  bone  mar- 
3W  depression  including  agranulocy- 
ssis,  sensitization  and  skin  rash 
lcluding  photosensitization,  eosino- 
hilia,  and  mild  withdrawal  symptoms 
n sudden  discontinuation  after  pro- 
rnged  treatment  with  high  doses, 
ccasional  hormonal  effects  (im- 
otence,  decreased  libido,  and  estro- 
enic  effects)  may  be  observed, 
tropine-like  effects  may  be  more 
ronounced  (e.g.  paralytic  ileus)  in 
usceptible  patients  and  in  those 
sing  anticholinergic  agents  (includ- 
lg  antiparkinsonism  drugs). 
tutpatient  Adult  Dosage:  Initially, 

5 mg.  daily,  increased,  if  necessary, 

) 150  or  200  mg.  Maintenance  dosage 
nay  be  lower,  50  to  150  mg.  daily,  if 
iossible. 


Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 


For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  in  those  receiving  anticholinergics 
(including  antiparkinsonism  agents),  thyroid 
medication  or  adrenergic  neuron-blocking 
antihypertensive  agents;  and  in  those  in  the 
first  trimester  of  pregnancy,  the  precautions 
discussed  in  the  Prescribing  Information 
should  be  carefully  observed.  Although  toxic 
reactions  severe  enough  to  require  discontinua- 
tion of  Tofranil  are  uncommon,  please  refer 
to  the  Prescribing  Information  for  a description 
of  such  instances  when  discontinuation  may 
be  necessary. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M 0 0RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


Nothing 
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Open-eyed  nights 


T oo  tense  to  sleep. ..too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension,  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  ( e.g 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics,barbiturates, MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  214  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2 14  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  214 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
j-|  (not  for  use  under  6 months). 
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Guest  Editorial . . . . 


A Cardiovascular  Center  Within 
a Community  Hospital 

'TpHE  ESTABLISHMENT  of  a Cardiovascular  Surgical  Center  within 
the  framework  of  a community  hospital  has  a variety  of  responsi- 
bilities and  results  that  extend  beyond  that  of  providing  an  essential 
patient  service. 

It  is  generally  conceded  that  the  requirements  of  such  a center,  if  it 
is  to  provide  excellent  patient  care,  must  encompass  many  other  areas, 
such  as  the  clinical  organization  for  patient  referrals,  follow-up  that 
provides  consistency  and  quality  of  medical  care,  research  and  educa- 
tion. In  a field  that  is  just  developing,  the  need  for  both  experimental 
and  clinical  investigation  must  be  met  by  providing  the  environmental 
stimulus  and  critical  evaluation  of  results  that  lead  to  useful  and 
meaningful  information.  For  such  a center  to  assume  its  proper  respon- 
sibility necessitates  the  full  time  efforts  of  its  personnel.  The  demands 
of  patient  care,  in  the  basic  area  of  Cardiovascular  Surgery,  are  such  that 
men  in  busy  private  practice  cannot  provide  the  necessary  intensive, 
constant,  on  site  care  to  a few  patients  at  the  expense  of  many.  There- 
fore the  concept  of  full  time  professional  staff,  who  may  be  among  the 
first  in  such  a hospital  environment,  must  be  accepted,  critically  evalu- 
ated, and  ultimately  supported. 

It  is  totally  unacceptable  for  a community  or  university  hospital  to 
attempt  to  undertake  a cardiac  surgical  program  with  any  other  attitude 
than  that  of  providing  excellence.  It  either  must  be  a first  class  service 
or  not  allowed  to  exist.  There  have  been  a few  hospitals  which  have 
undertaken  such  a project  without  the  proper  attitude,  or  perhaps  with- 
out the  proper  information  of  the  requirements  of  such  a service,  only  to 
be  forced  to  abandon  the  program  after  a discouraging  experience.  Most 
of  the  Cardiovascular  Surgical  Services  in  this  country  are  located  either 
in  a university  hospital  or  one  of  the  affiliated  hospitals  of  a medical 
school  where  the  administration  and  supporting  clinical  organization  are 
recognized  as  desirable  and  necessary.  For  a community  hospital  to  un- 
dertake this  effort,  the  administrative  and  medical  staff  of  that  hospital 


perhaps  will  find  it  necessary  to  re-orient  its  thinking  and  mission  from 
that  of  providing  excellent  patient  care  to  include  expanding  education 
efforts  and  research. 

That  this  can  be  accomplished  in  a community  hospital  is  well  illus- 
trated by  the  new  Cardiovascular  Center  established  this  past  year  in  the 
Norfolk  General  Hospital  through  the  efforts  and  cooperation  of  many 
agencies.  The  Norfolk  Area  Medical  Center  Authority,  the  Norfolk 
General  Hospital,  King’s  Daughters  Hospital,  Tidewater  Heart  Associa- 
tion, the  United  Community  Fund,  private  foundations  and  civic  groups 
of  the  Tidewater  area,  and  private  citizens  have  all  played  a significant 
part  in  the  generation  of  this  Center.  The  Center  now  provides  complete 
and  sophisticated  diagnostic  facilities  for  the  study  of  patients,  as  well 
as  to  obtain  meaningful  data  of  a clinical  research  nature.  The  surgical 
environment  includes  a specially  equipped  and  remodeled  operating  suite, 
an  intensive  care  area,  designed  specifically  for  cardiovascular  post-opera- 
tive care,  a biochemical  laboratory,  equipped  and  staffed  specifically  for 
the  studies  carried  out  pre-operatively,  during  the  operation  and  in  the 
post-operative  period.  All  the  above  facilities  are  staffed  by  personnel 
directly  under  the  supervision  of  the  Director  of  the  Cardiovascular 
Center.  The  initial  staff  of  this  Center  numbered  eleven  who  had  worked 
together  for  eight  years  and  cared  for  about  1,200  patients.  This  staff 
has  grown  to  thirty-two  in  six  months. 

A 7,000  square  foot  research  wing  has  been  remodeled  and  equipped 
for  conducting  experimental  studies.  The  Research  Institute  is  par- 
tially financed  by  a generous  grant  from  the  Smith  Foundation.  The 
Research  Foundation  was  not  created  as  the  research  environment  solely 
for  the  Cardiovascular  Center,  but  is  intended  for  the  use  of  any  phy- 
sician or  paramedical  personnel  desiring  to  do  investigative  work.  The 
Research  Foundation  is  under  the  Directorship  of  the  Associate  Cardio- 
vascular Surgeon.  The  investigators  and  physicians  currently  utilizing 
the  Research  Foundation  area  represent  a variety  of  disciplines.  Cur- 
rently there  are  fourteen  granted  projects  under  way  and  the  facilities  are 
used  by  personnel  from  three  different  hospitals  in  the  Tidewater  area. 
A large,  modern  animal  care  facility  adjoining  the  Research  Wing  will 
be  opened  in  the  next  few  months. 

The  physiological  and  biochemical  parameters  that  are  monitored  and 
measured  serially  during  cardiac  surgery,  as  well  as  during  the  more 
demanding  and  sometimes  more  difficult  post-operative  course,  are  the 
same  modalities  that  are  also  essential  for  the  proper  management  of  any 
patient  who  has  undergone  an  extensive  operative  procedure,  suffered 
trauma,  or  has  low  cardiac  output  from  a variety  of  causes.  These  param- 
eters include  blood  gases,  electrolytes,  urinary  function,  pulmonary 
function,  cardiac  output,  blood  volumes,  pressure  in  the  capacitance  and 
resistance  system  and  numerous  other  biochemical  determinations. 

The  familiarity  gained  by  the  staff,  both  resident  and  attending,  in 
the  day  to  day  interpretation  and  utilization  of  these  studies  had  obvious 
results  in  further  education  and  patient  care.  Since  the  cardiovascular 
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surgeons  must  use  these  parameters  in  the  daily  management  of  their 
patients,  they  are  the  logical  ones  to  assume  the  responsibility  of  teaching 
others  how  to  obtain  and  apply  this  information  to  patient  care. 

This  educational  phenomenon  is  perhaps  the  most  obvious,  significant, 
and  immediate  contribution  that  the  Cardiovascular  Center  has  made  to 
its  total  environment. 

Among  the  pleasures  and  rewards  that  the  staff  of  the  Cardiovascular 
Center  enjoys  is  the  observation  of  the  house  staff  becoming  familiar  and 
comfortable  in  obtaining  the  biochemical  and  physiological  data  and 
making  this  knowledge  an  integral  part  of  their  medical  armamentarium. 


INITIAL  SIX  MONTH  EXPERIENCE 


Deaths 

Total 

Living 

Early 

Late 

Total 

Acquired  Valvular  Disease  (5  with 
multiple) 

18 

16 

la 

lb 

2 

Congenital  Heart  Disease  (5  tetralogy). 

15 

14 

lc 

0 

I 

Total 

33 

30 

3 

a.  Multiple  Valve  10  days. 

b.  Mitral  Valve  3 months. 

c.  Infant:  Total  Anomolus  Pulmonary  Venous  Return. 


In  the  final  analysis  the  success  of  a Cardiovascular  Center  is  measured 
by  the  results  of  the  patient  care  provided.  That  a community  can  gen- 
erate a Cardiovascular  Center  which  will  achieve  these  goals  can  be 
expressed  by  the  statistical  results  of  a modest  number  of  patients  cared 
for  during  the  first  six  months  of  operation  of  such  a Cardiovascular 
Center. 

Norman  B.  Thomson,  M.D. 


Cardiovascular  Center 
600  Gresham  Drive 
Norfolk,  Virginia  23507 
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Epiphyseal  Injuries 


Sports  injuries  in  the  epiphyseal 
areas  of  children  must  be  viewed 
with  concern.  Even  though  x-rays 
reveal  no  evidence  of  damage , it 
is  much  better  to  immobilize  the 
part  in  plaster  for  an  adequate 
time , than  alloiv  motion  with  the 
possibility  of  accentuating  the 
damage  present. 


* I ’RAUMA  in  the  child  and  young  adoles- 
cent  must  always  be  considered  in  the 
light  of  the  vulnerable  epiphysis,  as  ofttimes 
it  is  the  site  of  severe  damage.  Mechanically, 
the  epiphysis  is  the  weak  link  in  the  skeletal 
chain  when  it  is  subjected  to  shearing  or 
avulsion  forces,  and  fracture  or  displace- 
ment may  occur,  leading  to  uncorrectable 
deformity. 

Parsons  classifies  epiphyses  as  follows: 

(1)  Pressure  epiphyses:  appearing  at 
the  articular  ends  of  the  bones  and  trans- 
mitting "the  weight  of  the  body  from  bone 
to  bone”.  (Salter  divides  this  type  into  two 
sub-types  depending  on  whether  the  nu- 
trient vessels  enter  the  epiphyses  directly, 
as  in  the  lower  femoral  epiphysis,  or  indi- 
rectly, as  in  the  upper  femoral  epiphysis, 
where  they  enter  the  side  of  the  epiphysis 
at  a point  remote  from  the  epiphyseal 
plate.) 

(2)  Traction  epiphyses:  associated 
with  the  insertion  of  muscles  and  were 
"originally  sesamoid  structures  though  not 
necessarily  sesamoid  bones”. 


JOHN  S.  THIEMEYER,  JR.,  M.D. 
Norfolk,  Virginia 

(3)  Atavistic  epiphyses:  representing 
parts  of  the  skeleton,  which  at  one  time 
formed  separate  bones,  but  which  have  lost 
their  function  "and  only  appear  as  separate 
ossifications  in  early  life”.  This  type  does 
not  concern  us  here. 

As  the  skeleton  matures  from  its  fetal 
period  to  completion  of  growth,  the  epiph- 
yses play  the  most  important  part  in  reg- 
ulating linear  growth  and  contour  of  bone 
ends.  Abnormality  of  epiphyseal  growth, 
thus,  affects  bone  length  and  joint  contour 
and  modifies  the  walking  pattern,  cosmetic 
appearance  and  the  ability  properly  to  use 
the  extremities.  Epiphyseal  damage  can, 
therefore,  be  the  cause  of  considerable  dis- 
ability if  not  properly  treated. 

Structurally,  the  metaphyseal  aspect  of 
the  epiphysis  is  the  weakest  zone  and,  as 
most  joint  capsular  fibers  attach  on  the  epi- 
physeal plate  and,  as  the  strength  of  the 
fibrous  capsule  is  from  two  to  five  times 
greater  than  that  at  the  metaphyseal-epi- 
physeal junction,  disruption  of  this  zone  is 
not  uncommon.  It  is  possible,  therefore,  to 
disrupt  the  epiphysis  completely  from  its 
metaphyseal  face  and  yet  not  displace  it, 
owing  to  the  balance  of  muscular,  periosteal 
and  perichondrial  anchors,  and  one  is  hard 
put  at  times  to  reconcile  the  significant  ob- 
jective findings  with  negative  x-rays. 

The  three  main  types  of  injuries  to  the 
epiphyses  are:  (1)  separation  of  the  epiph- 
ysis through  its  epiphyseal  plate,  (2)  frac- 
tures that  cross  the  epiphyseal  plate,  and 
(3)  crushing  injuries  of  the  plate  itself. 

Trauma  to  the  epiphyseal  plate  may  be 
either  (1)  shearing,  (2)  avulsion,  (3)  split- 
ting, or  (4)  crushing — each  producing  a 
characteristic  lesion.  In  addition,  each  of 
these  may  be  either  simple  or  compound. 
A useful  classification  of  epiphyseal-plate 
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injuries  may  be  devised  using  these  factors 
and  is  as  follows: 

TYPE  I — Complete  separation  of  the 
epiphysis  from  the  metaphysis  without  frac- 
ture. The  growing  cells  of  the  epiphyseal 
plate  remain  with  the  epiphysis.  (Fig.  1.) 

This  is  usually  due  to  a shearing  or  avul- 
sion force  and  is  common  in  birth  injuries 


Fig.  1.  Marked  Type  I epiphyseal  separation  of 
proximal  humeral  epiphysis. 


and  early  childhood,  but  also  occurs  in 
pathological  separation,  such  as  in  scurvy, 
rickets,  osteomyelitis  and  endocrine  imbal- 
ance, as  well  as  in  trauma.  (Fig.  5.) 

The  result  of  reduction  is  usually  good 
except  in  any  area  where  the  epiphysis  is 
entirely  covered  with  cartilage,  such  as  the 
proximal  femur,  in  which  case  the  blood 
supply  is  damaged  and  premature  closure 
results. 

TYPE  II — The  line  of  separation  ex- 
tends along  the  epiphyseal  plate  for  a vari- 
able distance  then  out  through  a portion  of 
the  metaphysis  producing  a triangular 
shaped  metaphyseal  fragment  (Thurston- 
Holland’s  sign) . (Fig.  2.) 

This  is  usually  the  result  of  a shearing 
or  avulsion  force  and  occurs  most  often  in 


children  10  years  of  age  or  older.  The  peri- 
osteum is  torn  on  the  convex  side  of  the 
angulation,  but  is  intact  on  the  concave 
side. 

Reduction  is  usually  easy.  The  growing 
cartilage  cells  of  the  epiphyseal  plate  remain 
with  the  epiphysis  and  the  prognosis  for 
growth  is  excellent. 


Fig.  2.  Type  II  epiphyseal  injury  showing 
Thurston-Holland’s  sign. 

TYPE  III — An  intra-articular  fracture 
extends  from  the  joint  surface  to  the  weak 
zone  of  the  epiphyseal  plate  and  then  ex- 
tends along  the  plate  to  its  periphery. 

This  is  very  uncommon  and  usually  oc- 
curs at  the  upper  or  lower  tibial  epiphysis 
and  is  due  to  intra-articular  shearing  force. 

Open  reduction  is  usually  necessary. 

TYPE  IV — An  intra-articular  fracture 
extends  from  the  joint  surface  through  the 
epiphysis  across  the  full  thickness  of  the 
epiphyseal  plate  and  through  a portion  of 
the  metaphysis  producing  a complete  split. 

Perfect  reduction  is  essential  to  avoid 
joint  line  deformity  and  open  reduction  is 
almost  always  necessary.  (Fig.  4.) 

TYPE  V — Crushing  of  the  epiphysis. 
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This  occurs  in  joints  which  move  in  one 
plane  only,  such  as  the  ankle  or  knee.  A 
growth  defect  usually  occurs  following  this 
type  of  injury. 

The  intercellular  substance  of  the  epiph- 
ysis provides  the  strength  of  the  epiphy- 


Fig.  3.  Repair  of  displaced  epiphysis  and  fixation 
with  Kirschner  wire. 


seal  plate,  particularly  its  resistance  to 
shear.  It  is  made  up  of  collagen  fibers  em- 
bedded in  an  amorphous  cement  substance 
containing  chondroitin  sulphuric  acid.  The 
constancy  of  the  plane  of  cleavage  is  the 
direct  result  of  the  structural  details  of  the 
normal  plate.  Of  utmost  significance  is 
whether  or  not  the  growing  cells  remain 
attached  to  the  epiphysis  for  if  the  nutri- 
tion of  these  cells  is  not  damaged  there  is 
no  interruption  of  normal  growth. 

Frequently  the  orthopedic  surgeon  treat- 
ing athletic  injuries  finds  that  carefully 
taken  roentgenograms  of  so-called  sprains 
of  the  child,  particularly  about  the  ankle, 
show  no  disruption  of  ligamentous  struc- 
tures, but  periosteal  tears,  and  partial  sep- 
aration of  the  metaphyseal-epiphyseal  junc- 
tion without  loss  of  anatomic  position.  As 
has  been  said,  the  epiphyseal  plate  is  weaker 
than  the  tendons  and  ligaments  in  child- 


hood and  forces  which  would  tear  a liga- 
ment, actually  produce  separation  of  the 
epiphysis.  Therefore,  every  child  suspected 
of  having  torn  a major  ligament  should 
have  x-rays  of  the  epiphysis.  Careful  scru- 


Fig.  4.  Type  IV  epiphyseal  plate  injury  extending  through 
the  epiphysis  across  the  full  thickness  of  the  epiphyseal 
plate  and  through  a portion  of  the  metaphysis. 


tiny  of  the  x-rays  with  a magnifying  glass 
may  be  necessary  to  discover  this,  and  special 
stress  views  and  comparison  x-rays  of  the 
opposite  side.  Of  course,  views  at  right 
angles  to  each  other  are  imperative. 

Type  V crush  injury  occurs  most  often 
in  the  ankle  or  proximal  tibia  and  has  a 
sinister  prognosis.  This  offtime  subtle  injury 
may  lead  to  unexpected  epiphyseal  growth 
defect  as  disruption  of  the  epiphyseal- 
metaphyseal  junction  produces  devitalized 
areas  allowing  only  portions  of  the  epiphysis 
to  continue  its  growth.  If  the  trauma  is 
sufficient,  the  growth  is  stopped  in  that  part 
of  the  epiphysis  that  faces  the  metaphyses. 
The  growth  cessation  is  proportional  to  the 
degree  of  trauma  or  compression. 

Although  the  epiphyseal  plate  is  weaker 
than  bone,  fractures  through  bone  are  more 
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common  in  children  than  epiphyseal  separa- 
tions probably  in  that  only  shearing  and 
avulsion  forces  can  separate  an  epiphysis. 

The  crux  of  the  problem  in  all  of  these 
types  of  epiphyseal  injuries  is  whether  the 
separation  interferes  with  the  blood  supply 
of  the  epiphysis;  therefore,  a brief  discus- 
sion of  this  system  is  of  value. 

There  are  two  separate  systems  of  blood 
vessels  to  the  epiphyseal  plate,  (1)  the  epi- 
physeal system:  from  vessels  in  the  epiphyses 
that  penetrate  the  bone  plate  of  the  epiph- 
yses and  end  in  capillary  tufts  or  loops  in 
the  layer  of  resting  cells  of  the  plate  and, 


Fig.  5.  Avulsion  injury  of  the  acetabular  epiphysis 
the  result  of  sudden  severe  muscle  pull. 


(2)  the  metaphyseal  system:  arising  from 
the  marrow  of  the  shaft  and  ending  in  vas- 
cular loops  in  the  layer  of  endochrondral 
ossification. 

Type  1 is  responsible  for  nutrition  of  the 
proliferating  cells  and  is  more  common, 
while  type  2 is  responsible  for  nutrition  of 
the  cells  involved  in  endochondral  ossifica- 
tion and  is  less  common. 

It  is  noteworthy  that  epiphyseal  injuries 
occur  more  often  in  periods  of  rapid  growth, 
such  as  in  the  first  year  and  during  the 
puberty  growth  spurt.  Epiphyseal  injury 
also  is  more  common  in  boys  than  in  girls. 
Generally,  the  epiphyseal  plates  that  provide 
the  most  growth  are  most  commonly  sep- 
arated and  the  distal  radial  epiphysis  is  by 
far  the  most  frequently  separated  epiphysis. 
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In  treatment  of  all  these  injuries,  ana- 
tomical reduction  is,  of  course,  ideal,  but 
there  is  a tendency  to  accept  from  10  -50 
angulation  of  the  epiphysis  at  the  distal 
end  of  the  tibia,  femur  and  radius  in  the 
very  young  with  the  expectation  that 
growth  forces  will  correct  such  angulation 
in  due  time.  If  this  angulation  occurs  in  a 
young  child  and  is  in  the  plane  of  motion 
of  the  joint,  remolding  of  the  epiphysis  will 
occur  and  open  surgery  is  contraindicated. 
This  has  been  emphasized  by  Watson  Jones 
and  Blount.  Barr  has  said  that  these  dis- 
placed epiphyses  will  sometimes  "crawl 
back”. 

There  are  instances  of  gross  displacement 
in  which  even  partial  alignment  cannot 
be  achieved  and  held  by  a closed  method. 
Also,  displaced  fractures  that  occur  in  later 
childhood  do  not  permit  an  ample  growing 
time  for  reconstruction.  In  these  cases,  open 
reduction  and  fixation  with  Kirschner  wires 
or  other  devices  are  indicated. 

Open  reduction  of  fracture-dislocations 
of  the  epiphyses  must  be  carried  out  with 
great  care,  as  stripping  of  the  periosteum 
about  the  edges  of  the  metaphyseal-epiphy- 
seal junction,  if  complete,  will  arrest  the 
epiphysis  and  rough  leverage  with  an  instru- 
ment can  cause  irreparable  damage. 

In  summary,  injuries  in  the  epiphyseal 
areas  of  children  must  be  viewed  with  con- 
cern and  even  though  the  x-rays  reveal  no 
evidence  of  damage,  should  the  clinical 
findings  of  swelling,  pain  and  joint  ten- 
derness be  present  at  the  epiphysis,  it  is 
much  better  to  immobilize  the  part  in  plas- 
ter for  an  adequate  period  of  time  such  as 
two  to  four  weeks  to  permit  repair,  than 
allow  motion  of  the  area  with  the  possibility 
of  accentuating  the  damage  present  with 
resultant  further  probability  of  epiphyseal 
growth  damage.  Also,  one  must  be  ready  to 
do  open  reductions  in  the  Type  IV  and  V 
injuries  and  in  the  other  types  that  do  not 
readily  reduce  by  the  closed  method.  And 
finally,  the  parents  of  these  children  must 
be  forewarned  of  the  possibility  of  growth 
defect  and  deformity  at  a later  date. 
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Ureteral  Embryology  and  Resultant  Anomalies 


The  normal  embryology  of  the 
ureter  between  the  4-15  mm. 
stages  is  reviewed.  Ureteral  anom- 
alies occur  because  of  alterations 
in  the  normal  pattern  of  devel- 
opment at  these  stages.  A knowl- 
edge of  embryology  alerts  the 
urologist  to  look  for  these  and 
other  associated  anomalies. 


HE  EARLY  DEVELOPMENT  of  an 
embryo  may  be  adversely  affected  by 
viral  infections,  drugs,  hormonal  changes, 
and  vascular  castastrophies  resulting  in 
anomalies  of  various  organs  and  structures. 
Campbell  reported  in  1963  that  more  than 
10%  of  all  humans  are  born  with  some  de- 
velopmental anomaly  of  the  urogenital 
tract.1  He  also  stated  that  30-40%  of  mal- 
formed individuals  have  anomalous  develop- 
ment of  the  urogenital  systems.  Dees  re- 
ported in  1941  that  13  5 of  1,410  readable 
pyelograms  showed  definite  abnormalities  of 
the  upper  urinary  tract,  an  incidence  of 
9. 6%. 2 Younger  and  Persky  reported  that 
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bifid  pelves  were  seen  in  10%  of  intravenous 
pyelograms.”  Charlton  and  Scott  reported 
that  from  318  children  with  major  nonuro- 
logical  congenital  anomalies  found  at  au- 
topsy, 8.2%  had  also  a significant  urinary 
tract  anomaly.4  The  incidence  of  urinary 
tract  anomalies  in  the  overall  population  is 
probably  less  than  5 %,  but  it  is  much  higher 
in  malformed  individuals  or  in  those  known 
to  have  genitourinary  pathology. 

Embryology  of  the  Mesonephric  Duet 
and  Ureter 

Embryos  of  1.75  mm.,  or  21  days  post- 
ovulation, are  the  youngest  reported  to  show 
development  of  nephric  structures.5  These 
are  the  pronephroi  with  their  primitive 
glomeruli  and  connecting  ducts  which  en- 
ter the  coelom.  The  pronephroi  degenerate 
by  the  fourth  week  leaving  only  the  ex- 
cretory or  mesonephric  ducts.  Concomi- 
tantly the  mesonephroi  or  wolffian  bodies 
appear  as  the  second  primitive  kidney.  These 
grow  rapidly  and  soon  extend  down  to  the 
caudal  end  of  the  embryo.  It  is  from  the 
mesonephric  duct  at  the  4-5  mm.  stage 
(Fig.  1)  that  the  ureteric  buds  appear  near 
the  connection  of  the  mesonephric  ducts 
and  the  urogenital  sinus.5,0  Shortly  after 
their  appearance,  each  ureteric  bud  pushes 
into  a mass  of  condensed  cells,  the  meta- 
nephric  cap,  which  becomes  the  true  secre- 
tory anlagen.  Normally  one  ureter  reaches 
the  metanephric  cap  and  then  divides  into 
two  to  three  major  calyceal  groups.  If  the 
ureteric  bud  does  not  appear  from  one  of 
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the  mesonephric  ducts,  the  kidney  does  not 
develop  on  that  side.'  If  no  ureteric  buds 


4mm  STAGE 

Fig.  1.  (After  Arey)  4 mm.  Stage  of  Embryological  De- 
velopment. . al.  = allantois,  c.  = cloaca,  c.m.  = cloacal 
membrane,  t.g.  = tail  gut,  h.g.  = hind  gut,  mes.  d.  = 
mesonephric  duct,  met.  d.  = metanephric  duct. 

appear  from  either  duct,  bilateral  renal 
agenesis  occurs/ 

Pohlman  theorized  that  duplication  re- 


Fig.  2.  (A&B)  Two  Theories  of  Ureteral  Duplication, 

w.d.  = wolffian  duct  (mesonephric  duct),  u.  = ureter. 

suits  from  the  premature  splitting  of  the 
ureter  before  it  reaches  the  metanephric 
cap.  (Fig.  2A).9  Clinically  duplication  may 


be  complete  or  incomplete.  There  may  be 
two  complete  ureters  from  the  renal  pelvis 
to  the  trigone,  or  they  may  fuse  into  one 
common  ureter  before  entering  the  bladder. 
Hawthorne  stated  that  Chwalla  maintained 
there  are  two  separate  ureteric  buds  which 
appear  from  the  wolffian  duct  (Fig.  2B) 
and  that  they  push  into  the  metanephric 
cells  forming  separate  renal  units.1"  Tripli- 
cation may  result  from  three  separate  ure- 
teric buds  or  from  two  buds  with  early 
division  of  one. 

The  stalk  of  the  ureteric  bud  lengthens 
rapidly  to  become  the  ureter.  Growth  is 
directed  initially  toward  the  vertebral  col- 
umn and  later  the  head  (Fig.  3).  The  tip 


Fig.  3.  (After  Arey)  8 mm.  Stage  of  Embryological  De- 
velopment. b.  = bladder,  c.  = cloaca,  c.m.  = cloacal 
membrane,  r.  = rectum,  w.d.  - wolffian  duct,  u.  = 
ureter. 

of  the  bud  becomes  the  renal  pelvis  and  col- 
lecting tubules  by  multiple  dichotomous 
division  and  later  reabsorption.11 

In  the  10-11  mm.  stage  (Fig.  4),  the  ter- 
minal end  of  the  mesonephric  duct  between 
the  cloaca  and  the  ureteric  bud,  known  as 
the  common  duct,  is  shortening  by  absorp- 
tion into  the  urogenital  sinus.  As  this  hap- 
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pens,  the  opening  of  the  ureter  migrates 
cephalad  so  that  the  ureter  enters  the  uro- 
genital sinus  lateral  to  the  wolffian  duct. 


II  mm  STAGE 

Fig.  4.  (After  Arey)  11  mm.  Stage  of  Embryological  De- 
velopment. al.  = allantois,  b.  = bladder,  u.s.  = uro- 
genital sinus,  r.  = rectum,  w.d.  = wolffian  duct,  u.  = 
ureter,  p.  = renal  pelvis,  k.  = kidney  (metanephric 
cap). 


Fig.  5.  6 year-old  girl  with  a history  of  recurrent  urinary 
tract  infection.  Complete  bilateral  reduplication  is 
shown  on  the  10  minute  I.V.P.  film.  A ureterocele  was 
found  and  cystoscopically  proven  to  drain  the  lower 
ureter. 


With  complete  ureteral  duplication  (Fig. 
5 ) , the  distal  end  of  the  ureter  draining  the 
superior  renal  pelvis  is  absorbed  at  a later 
time,  thus  its  ureteral  meatus  locates  in- 
feriorly  to  the  ureter  from  the  low  pole  of 
the  kidney.1'  This  finding  is  so  constant 
that  it  has  been  called  the  Weigert-Meyer 
law. 

The  wolffian  and  common  ducts  are  in- 
corporated into  the  future  bladder  as  the 
trigone.  Any  disturbance  in  the  absorption 
and  maturation  of  the  common  duct  and 
ureteral  stalk  by  the  15  mm.  stage  (Fig.  6) 


Fig.  6.  (After  Bergman)  15  mm.  Stage  of  Embryological 
Development.  The  common  duct  has  been  completely 
absorbed  into  the  urogenital  sinus,  and  the  ureter  and 
wolffian  ducts  open  independently  of  each  other.  The 
ureter  has  migrated  into  a cephalad  relationship  to  the 
wolffian  duct.  al.  = allantois,  c.m.  = cloacal  mem- 
brane, u.s.  = urogenital  sinus,  r.  = rectum,  u.  = ureter, 
w.d.  = wolffian  duct,  k.  = kidney  or  metanephric  cap. 

results  in  the  anomalous  insertion  of  the 
ureter  into  the  bladder.  This  is  called  ure- 
teral ectopia  (Fig.  7).  In  70-80%  of  the 
cases  of  ectopic  ureter,  there  is  duplication 
of  the  upper  urinary  tract.13'14  The  ectopic 
ureter  may  fail  to  separate  from  the  wolffian 
duct  because  of  abnormal  absorption  of  the 
common  duct  into  the  urogenital  sinus,  and 
its  opening  is  carried  caudally  with  the  low- 
er end  of  the  wolffian  duct. 

The  wolffian  duct  in  the  male  is  the  pre- 
cursor of  the  posterior  urethra,  vas  deferens, 
epididymis,  and  seminal  vesicle.  Ureteral 
ectopia  may  occur  in  any  of  these  sites. 
Ectopia  in  the  female  resulting  from  aber- 
rations involving  the  wolffian  duct  may 
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place  the  ureteral  orifice  in  the  urethra,  ves- 
tibule, or  vagina.14’ 

A different  form  of  ureteral  ectopia,  con- 
genital lateral  ectopia  (Fig.  8),  has  been 
described  by  Ambrose  and  Nicolson.1'1  They 
studied  73  children  with  vesicoureteral  re- 


congenital  cystic  dilatation  of  the  lower  end 
of  the  ureter  which  lies  inside  the  bladder.1' 
The  ureteral  meatus  is  stenosed  and  the  dila- 
tation probably  results  from  an  embryologi- 
cal  weakness  in  the  terminal  wall  of  the 
ureter. ls  Ureteroceles  are  frequently  asso- 


Fig.  7 (A).  10  minute  I.V.P.  of  a 12  year-old  girl 
with  life  long  history  of  urinary  incontinence. 
I.V.P.  shows  only  2 major  calycael  systems  bi- 
laterally with  a suggestion  of  an  atrophic  but 
functioning  smaller  upper  pole. 

flux  and  found  that  in  39  of  these  patients 
there  was  no  evidence  of  the  usual  struc- 
tural, neurogenic,  or  obstructive  abnormal- 
ities that  might  cause  reflux.  In  36  of  these 
39  patients  where  there  was  reflux,  they  ob- 
served what  they  considered  a defect  of  the 
ureterovesical  junction,  ^characterized  by 
high  lateral  placement  of  the  involved  ori- 
fice and  trigone.  They  described  a decrease 
in  the  usual  length  of  intramural  ureter  and 
the  loss  of  its  oblique  passage  through  the 
vesical  wall.  They  believe  this  happens  be- 
cause the  ureteral  bud  develops  in  a more 
lateral  position  than  is  normally  seen. 

Ureteroceles  (Fig.  9)  are  thought  to  be  a 


Fig.  7 (B).  Cystoscopically  ureteral  catheters  were 
introduced  into  the  normally  placed  ureters.  In- 
digo carmine  demonstrated  dye  between  the 
urethra  and  the  vagina,  and  careful  examination 
revealed  two  ectopic  orifices,  shown  by  the  retro- 
grade dye  injections. 

ciated  with  other  urinary  tract  anomalies, 
such  as  ureteral  duplication,  ectopic  ureteral 
orifice  or  congenital  stricture  elsewhere  in 
the  ureter.  If  a ureterocele  occurs  with  du- 
plication of  the  ureter,  it  is  more  commonly 
found  in  the  lower  ureter. 

Vermooten  states  that  Chwalla,  in  at- 
tempting to  explain  ureteroceles,  ureteral 
valves,  or  strictures,  speaks  of  an  epithelial 
membrane,  two  cells  in  thickness,  which 
closes  over  the  ureteral  orifice  as  the  ureter 
separates  from  the  wolffian  duct  in  the  10 
mm.  stage.  This  membrane  is  present  in  all 
fetal  ureters  and  persists  until  the  18-24 
mm.  stage  in  most  cases.  It  may  degenerate 
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at  any  time,  but  the  persistence  of  this 
structure  may  lead  to  these  abnormalities.1'1 

Megaloureter  is  a term  used  to  describe  a 
nonobstructive  dilatation  of  the  ureter  re- 


CONGEN1TAL  LATERAL 
ECTOPIA 


Fig.  8.  Congenital  Lateral  Ectopia  (after  Ambrose  & Nich- 
olson) The  normal  relationship  of  the  ureter  to  the 
bladder  wall  and  trigone  is  represented  on  the  left.  On 
the  right,  side,  the  short  intramural  ureter,  perpendicu- 
lar angle  of  the  ureter  and  bladder  wall  and  corre- 
spondingly abnormal  placement  of  the  ureter  high  on 
the  trigone  demonstrate  one  cause  for  vesicoureteral 
reflux. 


Fig.  9.  Bilateral  ureteroceles  found  in  a 59-year-old  man 
under  investigation  for  benign  prostatic  hypertrophy. 


suiting  from  an  embryological  abnormality. ' 
Use  of  this  term  has  caused  much  contro- 
versy because  it  describes  only  a large  dilated 
ureter,  regardless  of  the  etiology.  Several 
factors,  i.e.,  incompetent  ureterovesical 
mechanism,  diminished  number  of  Auer- 
bach’s plexuses,  and  developmental  error  in 
fetal  life,  have  been  considered  as  possible 
etiological  causes.  Creevy  describes  a similar 
situation,  usually  discovered  during  investi- 
gation of  a urinary  tract  infection,  which 
he  calls  achalasia  or  atonic  distal  ureteral 
segment.  Reflux  is  usually  not  seen  and 
peristalsis  is  feeble  or  nonexistent  in  this 
dilated  distal  segment.  Creevy  states,  "This 
condition  has  been  attributed  variously  to 
a defect  in  the  intramural  ureter,  to  ab- 
normal innervation  and  to  abnormality  of 
the  muscularis  of  the  distal  segment.  Since 
abnormal  peristalsis  in  this  area  is  readily 
demonstrable  both  by  cinefluorography  and 
by  direct  observation  at  operation,  the  last 
alternative  seems  most  reasonable.”  211 

Ureteral  valves  may  occur  at  any  location 
along  the  ureter  but  most  often  appear  in 
the  distal  portions  near  the  bladder.21,22  No 
reasonable  explanation  has  been  found  for 
valves  occurring  in  the  proximal  ureter.2 1 

The  renal  anlage  in  its  cranial  ascent  picks 
up  segmental  arterial  supply  at  succeedingly 
higher  levels,  the  final  renal  artery  being 
definitive  by  about  the  24  mm.  stage  of  the 
embryo.  These  arteries  persist  in  the  adult 
stage  and  offer  multiple  interconnecting 
regional  sources  of  blood  supply  to  the 
ureter.’’ 

Three  pairs  of  veins  care  for  the  venous 
drainage  of  the  legs,  body  wall,  and  viscera 
between  the  sixth  and  eighth  week  of  fetal 
life.  They  are  the  postcardinal,  subcardinal, 
and  supracardinal  veins  in  their  order  of 
appearance.  The  postcardinal  veins  appear 
with  the  mesonephroi  and  disappear  as  those 
organs  wane.  The  rising  ureter  and  meta- 
nephric  cap  encounter  these  veins  as  they 
are  joining  to  become  the  inferior  vena  cava. 
The  postcardinal  veins  lie  anteriorly  to  the 
ureter;  normally  remnants  of  the  postcar- 
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dinal  veins  are  found  only  in  the  common 
iliac  veins  of  the  adult.  However,  should 
these  embryonic  postcardinal  venous  chan- 
nels persist  to  form  the  inferior  vena  cava, 
the  ureter  courses  posteriorly  or  dorsally  to 
them  and  becomes  a retrocaval  structure24 
(Fig.  10). 


calyces.  By  still  further  differentiation  and 
division  in  the  20  mm.  embryos,  some  eight 
to  ten  generations  of  branching  have  oc- 
curred. Further  branching  may  occur  to 
twelve  to  twenty  generations.11  Later  some 
of  these  tubules  degenerate  and  others  dif- 
ferentiate to  form  the  adult  renal  units. 


Fig.  10.  (36  year-old  woman  with  10  day  history  of  dysuria  and  right  flank  pain). 


Fig.  10  (A).  10  minute  I.V.P.  shows  hydrouretero- 

nephrosis  and  a proximal  ureteral  obstruction. 

Abnormal  ascent  of  the  ureter  and  meta- 
nephric  cap  may  manifest  itself  in  other 
ways.  Both  renal  units  may  be  located  on 
the  same  side  of  the  body,  and  this  is  termed 
crossed  renal  ectopia  (Fig.  11).  Usually  the 
kidney  will  be  fused.  Pathak  believes  that 
renal  ectopia  results  from  an  interference  in 
the  ascent  of  the  metanephros.2 1 Other 
anomalies  such  as  undescended  testicle,  penile 
hypospadias,  and  cleft  scrotum  may  occur 
with  this  condition.21'  Another  common 
anomaly  of  ascent  is  a pelvic  kidney  with 
its  short  ureter. 

The  ureteral  bud  divides  and  differen- 
tiates to  form  the  renal  pelvis  and  major 


Fig.  10  (B).  Retrograde  pyelogram  reveals 
abnormal  course  of  the  right  ureter.  Surgical 
exploration  confirmed  a retrocaval  ureter. 

The  developing  tubules  grow  into  the  meta- 
nephric  cap  and  stimulate  the  formation 
of  the  glomerular  elements  of  the  kidney. 

Anomalies  at  the  renal  end  of  the  ureter 
include  bifid  and  trifid  pelves.  These  are 
late  attempts  at  duplication  of  the  ureter. 
The  most  common  variety  is  seen  when  the 
pelvis  of  the  upper  pole  empties  into  the 
lower  pole  pelvis  at  its  junction  with  the 
ureter.2'  A bifid  ureter  with  one  limb  ending 
blindly  is  rare.  Blind  ending  ureters  (Fig. 
12)  are  closed  limbs  which  may  arise  from 
any  portion  of  either  ureter,  usually  joining 
the  normal  ureter  at  acute  angle.  They  have 
been  found  as  long  as  22  cm.  but  may  be 
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quite  short. "s  A blind  ending  ureter  may 
represent  one  that  has  never  joined  the 


Fig.  11.  55  year-old  man  under  investigation  for  a fever 
of  unknown  origin.  10  minute  I.V.P.  film  shows  a fused 
crossed  renal  ectopia.  The  right  kidney  is  in  the  left 
side  of  the  pelvis.  Both  kidneys  drain  adequately  and 
no  further  urological  investigation  was  indicated. 


metanephric  cap.  Others  believe  this  struc- 
ture may  be  a persistent  wolffian  duct.'" 
Ureteral  diverticula  (Fig.  13)  may  be  ex- 
plained several  ways.  They  may  be  second- 
ary budding  of  the  ureteral  anlagen,  com- 
pensatory bulges  following  congenital  ste- 
nosis of  the  ureter  or  acquired  structures 
occurring  later  in  life  following  strictures. 
The  lower  ureter  seems  more  prone  to  this 
bulge.'"1  Culp  states,  "A  true  ureteral  diver- 
ticulum is  one  or  any  blind  hollow  structure 
whose  lumen  joins  that  of  the  ureter  at  a 
distinct  angle,  whose  wall  presents  with  the 
same  histologic  coats  as  the  ureter,  and 
whose  length  is  more  than  twice  its  greater 
diameter.”  ,n  This  adds  to  the  confusion  of 
the  terminology  regarding  a blind  ending 
ureter  and  a true  ureteral  diverticulum. 

Summary 

We  have  reviewed  the  normal  embryology 
of  the  ureter  between  the  4-15  mm.  stages, 
the  critical  stages  of  development.  Ureteral 
anomalies  occur  because  of  alterations  in 
the  normal  pattern  of  development  at  these 


Fig.  12  (A).  An  8 year-old  boy  with  pyuria.  No  function  Fig.  12  (B).  Cystoscopically  normal  orifices  were 
is  seen  on  the  10  minute  I.V.P.  on  the  right  side.  A found  and  a retrograde  injection  revealed  this 

normal  kidney  and  collecting  system  is  seen  on  the  left  blind  ending  ureter.  No  renal  mass  was  noted 

side.  on  a nephrotomogram  study. 
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stages.  A knowledge  of  embryology  alerts 
the  urologist  to  look  for  these  and  other 
associated  anomalies  which  he  may  see  in 
increasing  numbers,  especially  in  the  off- 
spring of  mothers  who  have  had  viral  infec- 
tions during  the  first  trimester  of  pregnancy 
or  used  drugs  with  uncertain  longterm 
effects  on  intrauterine  products. 

Classification  of  Ureteral  Anomalies 

I.  Anomalies  of  number. 

A.  Duplication. 

1.  Incomplete. 

2.  Complete. 

B.  Triplication  and  multiplicity  of 
ureters. 

C.  Agenesis. 


B.  Postcaval  ureter"' 

C.  Short  ureter  and  pelvic  kidney. 

IV.  Anomalies  of  the  renal  end  of  the  ure- 
ter. 

A.  Bifid  or  trifid  pelves. 

B.  Blind  ending  ureter. 

V.  Anomalies  of  caliber  and  form. 

A.  Valves. 

B.  Stricture  or  atresia. 

C.  Megaloureter* 

D.  Diverticulum. 

E.  Achalasia  of  distal  segment. 


" These  conditions  are  not  considered  primary  em- 
bryological  defects  of  the  ureter.  They  are  included 
here  for  completeness. 


Fig.  13.  (An  8 year-old  boy  with  what  was  believed  to  be  psychogenic  enuresis.) 

(A)  Drip  infusion  pyelogram  (B)  A retrograde  pyelogram  (C)  On  the  left  side,  only  one 
showing  bilateral  structural  ab-  shows  two  major  calyceal  major  calyceal  system  is  pres- 

normalities  in  the  upper  tracts.  groups  on  the  right  with  a di-  ent.  A larger  diverticulum  is 

verticulum.  present. 


II.  Anomalies  of  the  vesical  end  of  the 
ureter. 

A.  Ureterocele. 

B.  Ectopic  ureteral  orifice. 

C.  High  insertion  of  the  ureter,  "the 

refluxing  ureter”. 

III.  Anomalies  of  ascent. 

A.  Crossed  renal  ectopia. 
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A Plea  for  Abrupt  Alcohol  Withdrawal 
in  the  Therapy  of  the  Acute  Alcohol 
Withdrawal  Syndrome 


There  is  no  sound  basis  for  the 
use  of  alcohol  in  hospitalized  al- 
coholics, whether  or  not  they  are 
having  withdrawal  symptoms. 
There  are  several  good  reasons 
for  withdrawing  alcohol  abruptly. 
It  has  toxic  and  adverse  metabolic 
effects , it  is  not  as  good  a sedative 
as  other  safer  drugs , and  it  does 
not  reduce  the  severity  or  dura- 
tion of  withdrawal  symptoms. 
Abrupt  withdrawal  may  (dso  im- 
press the  patient  with  the  neces- 
sity for  abstinence  in  the  treat- 
ment of  alcoholism. 


A LCOHOL  per  se  is  a cellular  toxin.  In 
d A-  the  amounts  ingested  by  the  alcohol 
addict  it  is  responsible  for  much  of  the 
morbidity  in  such  patients.  This  is  a review 
of  the  evidence  implicating  alcohol  itself 
as  a toxic  substance.  Since  it  is  also  a poorer 
sedative  than  other  available  drugs  and  since 
there  is  no  good  evidence  that  it  is  a better 
prophylactic  than  other  agents  against  more 
severe  withdrawal  syndromes,  alcohol  has  no 
role  in  the  treatment  of  the  hospitalized 
alcohol  addict.  The  prescription  of  alcohol 


BERNARD  H.  MILLER,  M.D. 

Norfolk,  Virginia 

in  hospitalized  alcohol  addicts  thus  has  no 
scientific  basis,  and  should  be  discontinued. 

1.  Hematopoietic  Depression — Anemia, 
thrombocytopenia,  leucopenia  may  be  sec- 
ondary solely  to  bone  marrow  depression  by 
alcohol.  Jandl1  in  195  0 described  anemia  in 
20  alcoholic  patients  with  alterations  in  red 
cell  morphology  which  included  polychro- 
matophilia,  stippled  cells  and  target  cells. 
Bone  marrow  examination  showed  a de- 
creased number  of  red  cell  precursors,  many 
of  which  exhibited  mitotic  abnormalities. 
Abstinence,  plus  a diet  which  was  deficient 
in  hematopoietic  factors  resulted  in  a max- 
imum reticulocytosis  within  seven  days  in 
five  of  these  patients.  Beard  and  Knott" 
demonstrated  in  dogs  production  by  alcohol 
of  macrocytic  anemia,  reticulocytosis,  leu- 
copenia, marrow  hypocellularity  without 
folate  deficiency.  Herbert  et  al.'f  demon- 
strated suppression  of  hematoporesis  by  al- 
cohol via  interfering  with  folate  require- 
ment; some  of  these  were  thrombocyto- 
penic. The  anemia  could  not  be  corrected 
by  folate  unless  alcohol  was  withdrawn. 
McEarland  et  al.4  demonstrated  a decreased 
marrow  granulocytic  reserve  after  endo- 
toxin in  acute  alcoholism. 

2.  Induction  of  Fatty  Liver — Alcohol  is 
the  toxin  which  induces  the  characteristic 
acute  hepatic  lesion  of  the  alcoholic,  fatty 
liver.  Lieber  and  Rubin’  demonstrated  that 
alcohol,  independent  of  dietary  factors,  is 
toxic  for  the  liver.  In  normal  human  sub- 
jects, the  substitution  of  alcohol  isocalori- 
cally  for  carbohydrate  in  the  diet  with  pro- 
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vision  of  adequate  vitamin,  protein,  fat, 
induced  fatty  liver.  This  study  emphasized 
that  the  liver  of  the  alcoholic  is  not  any 
more  prone  to  fatty  metamorphosis  than 
the  normal  liver  and  that  alcohol,  not 
protein-vitamin  malnutrition,  is  the  induc- 
ing agent.  The  alcohol  induced  biopsy-con- 
firmed steatosis  and  striking  ultrastructural 
changes  in  endoplasmic  reticulum  and  mito- 
chondria. Thus,  alcohol  can  induce  hepatic 
injury  in  the  presence  of  an  adequate  diet. 
Alcohol  can  induce  injury  to  the  mitochon- 
dria and  endoplasmic  reticulum,  the  vital 
energy  producing  and  protein  replicating 
ultrastructural  elements  of  hepatic  cells. 

3.  Myopathic  Effect — Alcohol  can  pro- 
duce injury  to  skeletal  muscle.  Elevated 
blood  levels  of  the  skeletal  muscle  enzyme 
creatine  phosphokinase  are  almost  invar- 
iably seen  in  acute  alcoholics.  Perloff 
et  al.4 * 6  described  a characteristic  clinical  syn- 
drome and  associated  group  of  biochemical 
abnormalities  observed  in  cases  of  chronic 
alcoholism  studied  within  forty-eight  hours 
of  acute  alcoholic  intoxication.  The  features 
of  this  syndrome  included  muscle  tender- 
ness, cramps  and  weakness,  myoglobinuria, 
elevated  serum  creatine  phosphokinase,  im- 
paired lactic  acid  response  to  ischemic  exer- 
cise, variable  muscle  phosphorylase  deficien- 
cy, usual  recovery  in  two  to  four  weeks. 
Its  clear  temporal  relation  to  excessive 
drinking  and  its  reversibility  when  drinking 
stops  suggests  that  alcohol  itself  is  the  toxic 
factor. 

4.  Induction  of  Cardiomyopathy — Asso- 

ciated with  alcoholism  is  a non-reversible 

cardiac  lesion  apparently  independent  of  the 

reversible  thiamine  deficiency  productive  of 

beri-beri  heart  disease.  In  such  hearts,  elec- 

tron microscopy  demonstrates  swollen, 

damaged  mitochondria,  enlarged  nuclei, 

dilated  sarcoplasmic  reticulum.6’1  The  per- 

formance of  the  heart  as  a pump  is  seriously 

compromised  by  loss  of  contractile  elements 

or  failure  of  conversion  of  chemical  to  con- 

tractile energy.6,8 


5.  Competition  for  DPN — In  the  liver 
90-98%  of  alcohol  is  oxidized  to  acetalde- 
hyde by  alcohol  dehydrogenase.9  DPN,  nic- 
otinomide  adenine  dinucleotide,  is  the  co- 
enzyme which  accepts  the  hydrogen  ion 
from  the  alcohol.  The  acetaldehyde  is  then 
oxidized  to  acetyl  COA  which  is  disposed 
of  in  extra  hepatic  tissues.  In  hepatic  glu- 
coneogenesis  DPN  plays  a pivotal  role.1"  The 
generation  of  pyruvate  via  Kreb’s  cycle  re- 
quires DPN.  Its  absence  shuts  off  this  sub- 
strate source  from  the  Emden-Myerhof  re- 
actions which  normally  result  in  glucose 
production.  The  utilization  of  DPN  in  al- 
cohol degradation  thus  blocks  gluconeogen- 
esis  and  may  induce  alcohol  hypoglycemia 
with  its  toxic  CNS  effects.  The  accumula- 
tion of  acetyl  Co-A  as  a consequence  of 
alcohol  oxidation  affects  renal  handling  of 
uric  acid,  decreasing  its  excretion,  raising 
blood  levels,  and  precipitating  gout  attacks 
in  susceptibles.11 

Thus  alcohol  has  a cytotoxic  effect  upon 
the  energy  producing  mitochondria,6’7'8  the 
protein  replicating  endoplasmic  reticulum,11’ 
and  other  ultramicroscopic  cellular  struc- 
tures.6 Adverse  consequences  of  its  me- 
tabolism include  competition  for  DPN, 
formation  of  excess  acetate,  increased  water 
retention  with  expansion  of  total  body 
water  by  an  antidiuretic  effect,1'1  induction 
of  hypophosphatemia,14  hypocalcemia  and 
hypomagnesemia,15  and  hypokalemia.16 

In  addition  to  these  toxic  and  adverse 
metabolic  effects  of  alcohol  itself,  this  drug 
has  other  short  comings  in  the  treatment 
of  the  alcohol  withdrawal  syndrome.  Not 
only  have  careful  studies  demonstrated  no 
beneficial  effect  of  alcohol  in  shortening  the 
duration  of  the  alcohol  withdrawal  syn- 
drome, but  indeed  alcohol  may  result  in  a 
definitive  increase  in  the  severity  and  dura- 
tion of  the  syndrome.1'  Alcohol  exhibits  too 
brief  a duration  of  sedative  effect  to  be  a 
good  therapeutic  agent  in  suppression  of  the 
alcohol  withdrawal  syndrome.  Barbiturates, 
paraldehyde,  phenothiazines,  piperidines, 
benzo-thiozepines  are  each  more  effective 
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than  alcohol.  Also,  abrupt  alcohol  with- 
drawal serves  to  emphasize  the  future  cen- 
tral role  of  abstinence  in  any  continuing 
treatment  program.  Thus,  prescription  of 
alcohol,  by  mouth  or  parenterally,  for  hos- 
pitalized alcohol  addicts  has  no  rationale 
in  this  modern  era. 

Summary 

The  need  for  abrupt  alcohol  withdrawal 
is  based  upon  a review  of  the  direct  toxic 
effects  of  alcohol  on  the  bone  marrow,  heart, 
skeletal  muscle,  liver  and  its  metabolic  con- 
sequences of  hypoglycemia  and  adverse  ef- 
fects on  water  and  electrolytes.  The  abrupt 
removal  of  this  toxin  is  also  mitigated  by 
its  lack  of  prophylactic  benefit  in  the  acute 
alcohol  withdrawal  syndrome,  its  poor  seda- 
tive effect  when  compared  with  other 
agents,  and  the  need  from  the  outset  to 
emphasize  the  role  of  total  abstinence  as  a 
therapeutic  concept.  The  prescription  of 
alcohol  in  hospitalized  alcohol  addicts  has 
no  place  in  the  modern  era. 
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The  Diagnosis  and  Treatment  of 
Hand  Injuries  in  Children 
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HAND  INJURIES  in  children  occur 
frequently.  They  are  usually  the  re- 
sult of  a child  exploring  the  unknown  of 
fire,  machines,  electrical  sockets,  etc.,  or  of 
attempts  to  utilize  tools  which  they  do  not 
understand.  Knife  and  glass  lacerations, 
contusions,  and  burns  comprise  the  majority 
of  hand  injuries.  Fractures  are  relatively 
rare  when  compared  with  hand  injuries  in 
the  adult. 

Diagnosis 

The  diagnosis  of  the  particular  effects  of 
an  injury  to  a child’s  hand  is  quite  different 
in  the  very  young.  Here  the  surgeon’s  abil- 
ity to  recognize  the  normal  posture  of  the 
hand  (especially  under  anesthesia)  and  be 
alerted  to  the  possibility  of  tendon  injury 
from  any  deviation  from  this  normal  pos- 
ture is  often  the  most  single  helpful  diag- 
nostic guide  in  determining  flexor  or  ex- 
tensor tendon  injury. 

In  the  younger  child  nerve  damage  often 
cannot  be  determined  by  any  examination 
other  than  very  gross  pin  pricks  which  may 
often  be  misleading.  It  is  necessary  for  the 
examiner  to  shield  from  the  patient’s  view 
the  pin  or  needle  which  is  used  to  determine 
gross  sensation.  Any  view  of  this  instru- 
ment prior  to  its  use  will  of  course  cloud  the 
response.  If  a painful  stimulus  is  received  on 
an  uninjured  sensory  area  then  subsequent 
stimuli  which  may  be  only  from  distant 
pressure  receptors  on  a sensory  injured  area 
may  be  completely  misleading.  If  there  is 
any  doubt  in  the  surgeon’s  mind  regarding 
the  possibility  of  digital  or  major  nerve  in- 
jury the  hand  must  be  explored  surgically. 


The  history  of  the  childhood  hand  injury 
is  usually  accurate.  Routine  x-rays  should 
be  obtained  for  possible  fractures  and  for- 
eign bodies.  The  unusual  should  not  be 
overlooked  in  the  child. 


Fig.  l.A.  This  nine  year  old  youth  sustained  deep  second 
and  third  degree  burns  of  the  right  hand  and  circum- 
ferential burns  of  the  right  forearm  playing  with  gaso- 
line. An  escharotomy  of  the  forearm  was  made  with- 
out anesthesia  in  the  emergency  room  as  soon  as  he  was 
seen  to  release  the  constriction  that  was  occluding  ade- 
quate circulation  to  the  hand.  Incisions  were  made  in 
two  areas. 

B.  Three  days  later  under  general  anesthesia  a complete 
excision  of  all  the  burned  areas  was  followed  by  split 
thickness  skin  grafting.  He  was  discharged  from  the 
hospital  six  days  after  burning.  The  postoperative  pho- 
tographs taken  at  four  months  shows  a complete  range 
of  normal  motion  of  his  hand. 

Treatment 

Primary  repair  of  all  injured  hand  struc- 
tures in  children  under  five  or  six  years  is 
essential.  As  the  child  increases  in  age  sec- 
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ondary  repairs  are  done  as  circumstances 
indicate.  In  the  very  young  child  primary 
repair  of  one  or  both  flexor  profundus  and 
flexor  sublimis  tendons  at  any  level  should 
be  performed.  If  the  injury  is  severe  and 
there  is  extensive  damage  of  surrounding 
tissue  we  prefer  to  remove  the  sublimis  ten- 
don and  repair  only  the  profundus  regard- 
less of  the  child’s  age.  In  the  proximal 
digital  sheath,  i.e.  no  man’s  land,  we  do  not 
repair  both  tendons  when  injured  regardless 


work  and  the  small  diameter  of  the  struc- 
tures involved.  Here,  experience  with  mag- 
nification techniques  is  of  great  benefit.  Fine 
suture  material,  delicate  attention  to  detail, 
a perfect  knowledge  of  anatomy  and  great 
speed  in  organization  and  approach  will  be 
of  great  benefit. 

A great  problem  ever  present  in  caring 
for  a child’s  hand  injuries  is  the  lack  of  time 
available  for  reconstruction  as  compared 
with  the  adult.  Surgery  lasting  more  than 


Fig.  2 


A.  “A”  demonstrates  a severed  Hex-  B.  Ten  months  postoperative  af-  C.  A complete  range  of  normal 
or  tendon  following  a broken  bot-  ter  insertion  of  a full  length  extension  has  been  achieved, 

tie  injury  at  the  wrist  damaging  free  flexor  tendon  graft  using  Tendon  healing  in  children  fol- 

both  the  profundus  and  sublimus  the  palmaris  longus  a complete  lowing  this  type  of  reconstruc- 

tendons  to  the  index  finger  in  range  of  normal  flexion  is  ob-  tion  is  usually  superior  to  that 

this  16-year  old  school  boy.  tained.  seen  in  adults. 


of  the  child’s  age.  In  older  children  second- 
ary tendon  grafts  may  be  indicated. 

Flexor  tendon  lacerations  from  the  mid- 
dle phalanx  distally  are  treated  with  tendon 
advancement  and  dynamic  splinting  later 
to  gain  full  extension  in  the  older  aged  child. 
Tendon  grafts  do  well  in  infants  who  have 
received  such  severe  tendon  injury  and  pri- 
mary repair  is  not  feasible  or  when  seen 
too  late  after  injury  for  primary  repair. 
Extensor  tendons  should  always  be  repaired 
initially  in  children  if  the  wound  is  reason- 
ably clean. 

At  all  age  groups  primary  repair  of  nerve 
injuries  is  indicated. 

Technically,  repair  of  tendons  and  nerves 
in  children  is  extremely  difficult  because  of 
the  small  area  in  which  one  is  forced  to 


an  hour  in  an  infant’s  hand  is  subject  to 
greater  complications  and  should  be  avoided 
if  at  all  possible. 

Postoperatively  children  do  extremely 
well.  If  they  can  be  immobilized  satisfac- 
torily the  usual  three  week  period  for  ten- 
don healing  is  ample.  In  infants  general 
anesthesia  may  be  necessary  for  removal  of 
casts  or  sutures.  In  older  children  that  can 
usually  be  accomplished  with  only  mild  se- 
dation or  good  rapport.  Children  are  the 
most  responsive  and  grateful  group  of 
patients  one  can  be  involved  with.  If  ini- 
tial rapport  is  satisfactorily  established  it  is 
amazing  the  amount  of  patience  and  trust 
demonstrated.  During  dressings  we  usually 
request  the  child’s  family  to  stay  in  the 
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waiting  room.  Children  do  much  better 
without  anxious  parents  present. 

It  is  extremely  difficult  to  immobilize  the 


the  small  size  of  the  structures,  and  the  ina- 
bility to  get  the  patient  to  be  immobile 
and  to  cooperate.  In  infants  and  small  chil- 


A.  This  hand  shows  the  change  in  posture  of  the  normal  attitude  of  the  fingers  (as  contrasted 
with  B)  when  flexor  tendons  have  been  severed. 

B.  This  hand  demonstrates  the  normal  posture  of  the  fingers  when  no  flexor  tendons  have  been 
injured,  but  because  of  the  position  of  the  injury  one  must  anticipate  and  look  for  nerve  dam- 
age. In  this  child  who  fell  on  a plastic  toy  she  was  carrying  the  motor  branch  of  the  median 
nerve  was  damaged.  Exploration  is  indicated  when  there  is  any  question  of  injury  to  vital 
structures. 


Fig.  + 

A.  Injuries  in  children’s  hands  heal  well  despite  the  magnitude  of  the  initial  trauma.  All  parts 
should  be  saved.  In  this  patient  a severe  fracture  dislocation  of  the  ring  finger  was  com- 
plicated by  open  lacerations. 

B.  By  careful  approximation  of  tissue,  appropriate  stabilization  of  all  bony  injuries  with  fine 
Kirschner  wire  pinning  under  direct  vision  and  anatomical  reconstitution  of  all  injured  parts, 
an  ideal  functional  result  can  be  achieved.  This  child  stuck  his  fingers  in  a rotary  lawn 
mower. 

child’s  hand  postoperatively.  The  younger  dren  a forearm  cast  appropriately  padded 

the  age  the  greater  the  difficulty  because  of  especially  around  the  antecubital  fossa  with 
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the  elbow  in  90  of  flexion  and  the  hand 
well  supinated  is  essential.  The  position  of 
function  of  the  fingers  is  important  in  chil- 
dren, but  not  as  important  as  it  is  in  adults. 
Children  will  tolerate  abnormalities  of  posi- 
tioning of  their  hand  much  more  readily 
than  adults  and  will  not  develop  the  stig- 
mata of  improper  positioning,  i.e.  stiff  fin- 
gers, as  do  adults.  Any  attempt  to  provide 
a posterior  splint  and  distal  forearm-hand 
dressing  for  immobilization  with  tendon  or 
nerve  reconstruction  will  be  fraught  with 
great  disappointment.  It  is  amazing  how 
the  infant  can  wiggle  out  of  this  "ideal 
immobilization”  overnight  and  be  freely 
moving  his  hand  through  a full  range  of 
motion. 

One  cannot  rely  on  parental  guidance  for 
elevation  of  the  hand.  No  matter  how  care- 
ful or  watchful  parents  are,  it  is  not  a 
natural  position  for  the  hand  to  be  elevated, 
and  children  will  not  keep  it  elevated  long. 
For  this  reason  we  recommend  a circumfer- 
ential loop  type  stockinette  sling.  The  hand 
is  placed  in  one  end  of  the  tube  which  is 
then  drawn  up  to  the  axilla.  This  is  slit 
and  the  remainder  of  the  tube  drawn  over 
the  hand  and  arm  as  a sleeve  with  the  slit 
single  portion  now  wrapped  around  the 
back  of  the  neck  and  tied  to  complete  the 
circle.  This  serves  as  a very  effective  hand 
sling  and  also  by  shielding  the  fingers  keeps 
the  hand  out  of  sight.  Children  have  an  in- 
nate curiosity  regarding  an  injured  extrem- 
ity and  will  spend  hours  picking,  poking, 
pulling  and  removing  all  of  the  stuffing 
which  has  been  so  carefully  placed  around 
the  palm  and  fingers. 

One  must  be  especially  careful  in  children 
to  appropriately  pad  any  full  arm  cast  to 
prevent  development  of  Volkmann’s  ische- 
mic contracture.  Childhood  tolerance  of 
pain  and  discomfort  will  not  provide  an 
appropriate  alarm  for  the  development  of 
this  extremely  disturbing  and  crippling 
complication.  Volkmann’s  contracture  is  al- 
most completely  confined  to  the  trusting 
child.  Because  of  this  in  treating  any  crush 


injury  of  the  forearm  and  hand  one  should 
be  extremely  careful  in  providing  any  im- 
mobilization during  the  first  72  hours  other 
than  a posterior  splint.  Cast  immobiliza- 
tion when  there  is  a possibility  of  great 
edema  in  this  area  is  fraught  with  great 
opportunities  for  compression  injury,  stag- 
nation of  blood  flow,  and  death  of  tissue. 
Elevation  is  mandatory. 

Postoperative  Care 

Postoperatively  after  tendon  or  nerve  in- 
juries have  healed  there  is  usually  no  need 
for  physical  therapy  or  rehabilitative  exer- 
cises. Most  children  have  minimal  symptoms 
of  pain.  Stiffness  does  not  seem  to  exist  in 
the  child  and  they  begin  to  use  the  extrem- 
ity almost  immediately.  A child  rapidly 
learns  to  use  a tendon  transfer  that  has 
been  properly  performed.  Tendon  grafts 
succeed  almost  uniformly  with  excellent 
results.  Occasionally  dynamic  splints  will 
be  necessary  for  a short  time  to  give  a start 
in  mobilizing  the  hand. 

Appropriate  full  thickness  or  split  thick- 
ness skin  coverage  is  applied  as  soon  as  pos- 
sible in  children.  When  full  thickness  cov- 
erage is  applied  it  will  grow  with  the  child’s 
development  if  it  is  applied  accurately.  Care 
must  be  taken  to  break  up  longitudinal  lines 
across  flexion  creases  with  appropriate  Z’s 
or  darts  and  to  follow  the  normal  anatomical 
contours  of  the  hand.  Web  space  contrac- 
tures often  occur  from  improperly  placed 
flaps  or  grafts.  Appropriate  techniques  for 
correction  of  web  space  deformities  must 
be  undertaken.  Simple  Z’s  are  not  adequate 
and  more  tissue  must  be  provided. 

Skin  grafts  applied  to  burned  children’s 
hands  must  be  applied  early  because  of  the 
rapid  scar  epithelization  which  occurs  over 
the  relatively  small  area.  This  will  com- 
pletely cover  a defect  with  immobile  con- 
tracting scar  tissue.  Scar  tissue  in  no  cir- 
cumstance is  a satisfactory  substitute  for  a 
good  skin  graft  in  the  treatment  of  burns. 
Early  excision  and  grafting  of  third  degree 
burns  in  children’s  hands,  whenever  possible, 
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will  prevent  contractures  and  decrease  mor- 
bidity. This  is  the  procedure  of  choice. 

Long  Term  Follow-Up 

Because  of  the  possibility  of  development 
of  contractures  from  flap  or  graft  recon- 
struction, long  term  follow-up  is  essential 
in  the  child.  As  growth  occurs  contractures 
may  develop  and  appropriate  Z-plasties 
should  be  instituted  when  first  noted.  All 
hand  reconstructions  in  children  should  be 
followed  at  least  once  each  year  until  they 
have  reached  puberty. 

Of  all  the  aspects  of  hand  surgery  recon- 
struction of  deformities  in  children  is  most 
rewarding.  After  maximum  initial  repair 
one  should  be  extremely  conservative  in 
scheduling  secondary  repair. 

For  example,  with  median  nerve  sever- 
ance at  the  wrist  in  the  adult  one  immedi- 
ately thinks  of  the  importance  of  providing 
opposition  by  appropriate  tendon  transfers. 
Even  after  nerve  repair  return  is  often  in- 
adequate in  the  adult.  In  the  child  at  least 
two  years  should  be  allowed  to  pass  before 
secondary  procedures  are  considered  because 
of  the  great  ability  children  have  for  nerve 
regeneration.  Children  have  a great  ability 
to  substitute  other  motions  or  functions  to 
compensate  for  a deficient  or  absent  func- 
tion which  has  occurred  as  a result  of  injury. 
Conservatism  in  secondary  hand  reconstruc- 
tion is  the  ride. 

Prostheses 

In  our  experience  most  children  who  have 
one  normal  extremity  will  not  as  a rule  use 


or  even  tolerate  a prosthesis  for  the  other 
extremity.  Only  in  cases  of  bilateral  ampu- 
tation, and  then  when  they  are  extremely 
well  taught  and  begun  at  an  early  age,  do 
children  use  an  upper  extremity  prosthesis 
well.  Attempts  to  fit  a gadget  to  replace 
an  ulnar  or  radial  side  of  the  hand  with  a 
normal  opposing  member  are  marked  with 
a uniform  lack  of  success  because  of  the 
child’s  successful  ability  to  perform  all  mo- 
tions with  whatever  they  have  to  use.  Pro- 
viding a child  with  a cosmetic  prosthesis  is 
a waste  of  time  and  money  until  they  reach 
puberty  and  appearance  becomes  more  im- 
portant to  them.  Any  prosthesis  provided 
to  a child  should  be  the  product  of  a team 
approach  developed  in  a center  where  all 
facets  of  medical  and  paramedical  skills  are 
available. 

Summary 

Children’s  hands  heal  well  and  initial  re- 
construction following  injury  should  be 
more  extensive  than  in  the  adult. 

Great  care  should  be  taken  to  provide 
postoperative  immobilization  that  is  effec- 
tive. 

Little  rehabilitation  exercises  are  necessary 
in  children.  Conservatism  is  the  rule  in  sec- 
ondary reconstruction  with  time  on  the 
surgeon’s  side. 

Long  term  follow-up  is  very  important 
to  detect  and  treat  contractures  and  similar 
disorders  that  may  develop  with  growth. 
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The  Surgical  Indications  and  Treatment 
of  Esophageal  Hiatal  Hernia 


The  signs , symptoms  and  surgical 
treatment  of  hiatal  hernia  are  pre- 
sented. The  technique  of  trans- 
abdominal repair  is  described. 


MOST  PATIENTS  with  x-ray  evidence 
of  a hiatal  hernia  are  asymptomatic.1 
The  majority  of  symptomatic  hiatal  hernias 
respond  to  medical  management.  This  pre- 
sentation is  concerned  with  the  five  percent 
of  hiatal  hernia  patients  who  require  surgi- 
cal treatment.4  A personal  series  of  86  pa- 
tients operated  upon  for  this  condition  has 
been  analyzed.  The  signs,  symptoms  and 
indications  for  operation  are  tabulated.  Em- 
phasis is  placed  on  the  pre-operative  evalu- 
ation. The  operative  technique  is  described. 

Signs  and  Symptoms 

The  symptoms  of  hiatal  hernia  are  fre- 
quently confused  with  duodenal  or  gastric 
ulcer,  gallbladder  disease,  angina  pectoris  or 
psychoneuroses.  In  Table  1,  the  presenting 


Table  1 

Sign  and  Symptoms 


Signs  or  Symptom 

Presenting 

Combined 

Heartburn 

40  (47%) 

75  (87%) 

Dysphagia 

24  (28%) 

45  (52%) 

Acute  Hemorrhage 

9 (10%) 

12  (14%) 

Chronic  Anemia 

6 ( 7%) 

9 (10%) 

Pain 

6 ( 7%) 

29  (34%) 

Nausea  & Vomiting 

1 ( 1%) 

36  (42%) 

Excessive  Belching 

63  (73%) 

Incarcerated  Hernia 

21  (24%) 

Total 

86  (100%) 

JOHN  H.  VANSANT,  M.D. 

Norfolk,  Virginia 

complaint  and  the  combined  signs  and 
symptoms  are  tabulated. 

Heartburn,  occurring  after  meals,  in  the 
recumbent  position  and  associated  with 
bending,  is  the  most  frequent  symptom 
(87%).  More  than  half  of  the  patients 
(52%)  experience  dysphagia,  ranging  from 
mild  "sticking”  to  complete  esophageal  ob- 
struction. 

Blood  loss  is  third  among  the  presenting 
symptoms.  This  occurs  as  either  acute  hem- 
orrhage, or  chronic,  iron-deficiency  anemia 
with  occult  blood  in  the  stools. 

An  incarcerated  hernia  is  usually  the 
cause  of  pain.  Nausea  and  vomiting  are 
associated  with  advanced  esophagitis,  stric- 
tures, lower  esophageal  rings  and  incarcera- 
tion. 

Indications  for  Operation 

Indication  for  surgical  treatment  is  di- 
vided into  three  categories  (Table  2). 

Table  2 


Indications  for  Operation 


Indication 

Patients 

Uncontrolled  Esophagitis 

46 

(54%) 

Obstruction 

25 

(29%) 

Lower  Esophageal  Ring 

11 

(13%) 

Stricture 

9 

(10%) 

Incarceration 

5 

( 6%) 

Blood  Loss 

15 

(17%) 

Acute  Hemorrhage 

9 

(10%) 

Chronic  Anemia 

6 

( 7%) 

Total 

86 

(100%) 

Esophagitis  which  is  uncontrolled  by  a med- 
ical regimen  is  the  major  indication  (54%). 
In  29%  of  patients,  surgery  is  necessary  to 
relieve  esophageal  obstruction.  Obstruction 
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may  be  due  to  stricture,  incarceration  or  a 
SchatzkiV  lower  esophageal  ring. 

Acute  hemorrhage  is  the  result  of  ad- 
vanced esophagitis  with  ulceration  of  the 
esophageal  mucosa.  Other  patients  develop 
hypochromic  anemia  due  to  chronic  blood 
loss.  This  frequently  is  associated  with  the 
para-esophageal  type  of  hernia. 

Pre-Operative  Evaluation 

The  routine  for  evaluating  surgical  can- 
didates is  outlined  in  Table  3.  The  diag- 
nosis is  established  by  gastro-intestinal  series. 

Table  3 

Evaluation  of  Hiatal  Hernia 

X-Ray  Examinations 

Gastro-intestinal  Series 

Acid  Barium  Swallow  with  Cinefluoroscopy 
Gallbladder  Series 
Laboratory  Studies 

Fractional  Gastric  Analysis 
Measurement  of  Overnight  Gastric  Secretions 
Endoscopy 

Esophagoscopy 
Dilatation  of  Esophagus 
Biopsy  of  Esophageal  Mucosa 

Evidence  of  esophagitis  is  determined  by  the 
acid  barium  swallow  technique  described  by 
Donner.2 

Additional  upper  abdominal  pathology 
was  present  in  53%  of  this  series  (Table  4) . 

Table  4 

Associated  Upper  Abdominal  Pathology 


Finding  Patients 

Duodenal  Scarrings  6 ( 7%) 

Duodenal  Ulcer  9 (10%) 

Gastric  Ulcer  10  (12%) 


Total  25  (29%) 

Gall  Stones  21  (24%) 


Gastro-intestinal  series  demonstrated  the 
high  incidence  (29%)  of  peptic  ulcers 
which  occur  with  symptomatic  hiatal  hernia 
disease.  The  24%  incidence  of  gall  stones 
emphasizes  the  need  for  a pre-operative  gall- 
bladder series. 

In  a previous  report,'  the  presence  of  an 
increased  ulcer  diathesis  in  patients  with 


hiatal  hernia  was  documented.  Gastric  an- 
alysis was  obtained  from  69  patients.  Free 
hydrochloric  acid  was  present  in  all  patients. 
Fifty-eight  percent  had  more  than  30  mEq 
per  liter  of  free  hydrochloric  acid  and  43% 
had  a level  above  40  mEq  per  liter. 

Esophagoscopy  was  performed  upon  68 
patients  and  48  esophageal  biopsies  were 
taken.  This  examination  provides  the  most 
accurate  information  in  regard  to  the  degree 
of  esophagitis,  differentiation  between  stric- 
tures, spasm  and  esophageal  rings,  and  evi- 
dence of  reflux  of  gastric  secretions. 

Surgical  Treatment 

Patients  with  symptomatic  hiatal  hernias 
frequently  have  associated  upper  abdominal 
problems  and  a high  evidence  of  gastric 
hyperacidity,  reflux  esophagitis  and  peptic 
ulceration  of  the  stomach  or  duodenum.  An 
abdominal  incision  provides  excellent  access 
to  the  hernia  and  the  opportunity  to  control 
the  ulcer  diathesis  and  treat  any  associated 
pathology. 

An  abdominal  incision  was  used  for  78 
(91%)  patients  (Table  5).  All  but  seven 
of  these  patients  had  a vagotomy  and  drain- 

Table  5 

Surgical  Treatment 

O peration  Patients 

Trans-Abdominal  Repair  78  (91%) 

Vagotomy  and  Pyloroplasty 

Included  58  (68%) 

Vagotomy  and  Gastric  Resection 

Included  13  (15%) 

Repair  Only  7 ( 8%) 

Trans-Thoracic  Repair  8 ( 9%) 

Total  86  (100%) 

age  procedure  performed.  No  operative 

deaths  or  major  complications  occurred. 

The  combined  approach  of  hiatal  hernia 
repair  with  vagotomy  and  a drainage  pro- 
cedure has  provided  prompt  relief  of  both 
obstructive  and  esophagitis  symptoms.  Half 
of  these  patients  have  been  followed  for 
longer  than  two  years  and  1 5 patients  for 


Volume  95,  July,  1968 


413 


more  than  three  years.  Although  three  pa-  Technique  of  Surgical  Repair 

tients  have  x-ray  evidence  of  small  recurrent  A general  endo-tracheal  anesthesia  com- 
hiatal  hernias,  no  patients  in  this  group  have  bined  with  an  epidural  block  provides  the 


Fig.  1.  The  crura  of  the  dilated  hiatus  are  exposed  following  mobilization  of  the  esophagus. 


Fig.  2.  The  crura  have  been  approximated  to  restore  the  hiatus  to  its  normal  diameter. 


a recurrence  of  their  preoperative  symp-  necessary,  profound  relaxation.  The  abdo- 
toms.  men  is  entered  through  an  upper  mid-line 
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Fig.  3.  The  esophago-gastric  junction  is  anchored  to  the  crura  in  order  to  place  the 
distal  three  centimeters  of  the  esophagus  below  the  diaphragm. 


incision.  The  triangular  ligament  of  the  left 
hepatic  lobe  is  divided  and  the  esophago- 


are  approximated  posterior  to  the  esophagus 
(Fig.  2).  Sutures  are  placed  to  anchor  the 


Fig.  4.  The  esophago-gastric  angle  is  reconstructed  by  approximating  the  phreno- 
esophageal  ligament  to  the  anterior  border  of  the  hiatus. 


gastric  junction  is  mobilized  (Fig.  1).  lesser  curvature  of  the  esophago-gastric 
Truncal  vagotomy  is  performed.  The  crura  junction  to  the  inferior  margin  of  the  re- 
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approximated  crura  (Fig.  3)'J  or  to  the 
median  arcuate  ligament.''  This  places  the 
distal  esophagus  in  the  abdominal  cavity. 
Approximation  of  the  phreno-esophageal 
ligament  to  the  anterior  margin  of  the  hia- 
tus (Fig.  4)  reconstructs  the  esophago- 
gastric angle  and  prevents  herniation  of 
other  tissue  through  the  hiatus.  To  com- 
plete the  operation,  a drainage  procedure  is 
performed  using  either  Wienberg’ss  single 
layer  pyloroplasty  or  partial  gastric  resec- 
tion. 

Summary 

The  signs,  symptoms  and  surgical  treat- 
ment of  86  patients  with  a hiatal  hernia 
have  been  presented. 

Indications  for  hernia  repair  were  uncon- 
trolled esophagitis,  obstruction  and  blood 
loss. 

In  the  pre-operative  evaluation,  acid 
barium  swallow,  gastric  analysis  and  esoph- 
agoscopy  were  emphasized. 

The  technique  of  trans-abdominal  repair 
is  described. 
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Clinical  Center  Study  of  Patients  with  Severe  Pectus  Excavatum 


The  cooperation  of  physicians  is  requested 
in  a study  of  cardiac  function  in  patients 
with  a severe  pectus  excavatum  chest  wall 
deformity,  being  conducted  by  the  National 
Heart  Institute  at  the  Clinical  Center,  Na- 
tional Institutes  of  Health,  Bethesda,  Mary- 
land. 

Recent  investigations  suggest  that  cardiac 
function  may  be  significantly  impaired  in 
some  patients  with  this  type  of  chest  de- 
formity. If  further  study  verifies  these  re- 
sults, such  patients  may  be  candidates  for 
operative  correction. 


Referrals  would  be  appreciated  of  any 
patient  between  16  and  30  years  of  age  who 
has  a severe  pectus  excavatum  deformity 
and  who  complains  of  excessive  fatigue  and 
exertional  dyspnea. 

Physician  interested  in  having  their  pa- 
tients considered  for  admission  to  the 
Clinical  Center  for  this  study  may  write  or 
telephone:  Dr.  Stephen  Epstein,  Clinical 
Center,  Room  7-B-14,  National  Institutes 
of  Health,  Bethesda,  Maryland  20014.  Tel- 
ephone: 496-3015  (Area  code  301) 
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Familial  Angioneurotic  Edema  in  Pregnancy 


Familial  angioneurotic  edema  is 
seldom  seen , but  it  is  worthy  of 
consideration  as  a disease  that 
often  leads  to  death.  The  diagno- 
sis is  based  on  the  clinical  course 
and  the  family  history.  There  is 
no  specific  laboratory  test.  Death 
is  usually  due  to  laryngeal  edema. 
A case  of  this  disease  is  presented 
with  autopsy  findings  as  ivell  as  a 
review  of  the  literature. 


AMILIAL  ANGIONEUROTIC  EDE- 
MA is  the  name  applied  by  Strubing  to 
a syndrome  of  protean  manifestations  and 
obscure  etiology  which  was  first  described 
by  Quincke  in  18  82  as  "acute  circumscribed 
edema”.1 

The  disease  process,  which  occurs  with 
almost  equal  frequency  in  the  sexes,'  is  char- 
acterized by  transient,  painless,  localized 
swelling  in  various  parts  of  the  body — face, 
hands,  arms,  legs,  genitals,  gastrointestinal 
tract,  brain,  and  glottis.  There  is  a remark- 
able regularity  of  attacks  and  death  due  to 
suffocation  from  laryngeal  edema  is  not 
uncommon.3,4,0,6 

Although  many  isolated  cases  and  an  oc- 
casional series  of  cases  of  familial  angioneu- 
rotic edema  have  been  reported  in  the  last 
eighty  years,  only  one  case  complicating 
pregnancy  and  two  autopsy  reports  could 
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Roanoke,  Virginia 
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be  found  in  a review  of  the  literature  on 
the  subject.  This  paper  contains  the  second 
case  report  of  familial  angioneurotic  edema 
complicating  pregnancy  and  the  autopsy 
findings  in  the  same  patient. 

Case  Presentation 

Mrs.  A.  S.,  Norfolk  General  Hospital  No. 
B59347,  a 25  year  old  white  female,  gravida 
II,  para  I,  abortus  O,  was  first  admitted  on 
9-5-60  with  the  chief  complaint  of  dyspnea. 

She  gave  a history  of  intermittent  attacks 
of  edema  of  the  upper  extremities  and  face 
since  childhood.  She  also  stated  that  she  had 
undergone  two  exploratory  laparotomies  for 
acute  abdominal  emergencies,  both  episodes 
proving  to  be  acute  edema  of  the  viscera. 

At  the  age  of  19,  the  patient  had  an  epi- 
sode of  syncope  and  dyspnea  following 
strenuous  activity.  These  symptoms  con- 
tinued and  medical  evaluation  failed  to  de- 
termine their  etiology. 

Her  family  history  is  significant  in  that 
her  mother  and  one  sister  died  of  acute  epi- 
glottal  edema  after  a long  history  of  tran- 
sient swellings  of  various  parts  of  the  body. 
A brother  is  also  known  to  be  suffering  from 
the  same  malady. 

Fourteen  months  prior  to  her  first  ad- 
mission to  this  hospital,  she  delivered  her 
first  child  after  an  uncomplicated  preg- 
nancy. Following  delivery,  she  had  repeated 
upper  respiratory  infections  associated  with 
dsypnea,  malaise  and  orthopnea.  Ten 
months  prior  to  admission,  she  had  been 
treated  in  a Philadelphia  hospital  for  con- 
gestive heart  failure,  left  bundle  branch 
block  and  pleural  effusion.  She  was  digi- 
talized, diuresed,  warned  against  alcohol  and 
discharged. 
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Following  this  the  patient  did  well  until 
August,  1960,  when  she  began  consuming 
15-20  cans  of  beer  per  day.  Thereafter,  she 
developed  dyspnea,  productive  cough,  pe- 
ripheral edema  and  anorexia. 

Initial  physical  examination  revealed  a 
few  crepitant  rales  at  the  left  base  posterior- 
ly, with  dullness  to  percussion;  no  cardiac 
murmurs  were  heard.  The  liver  edge  was 
smooth  and  palpable  five  cm.  below  the 
right  costal  margin.  There  was  1+  pitting 
pretibial  edema. 

A chest  x-ray  revealed  cardiomegaly  and 
infiltration  in  the  left  upper  and  lower 
lobes.  A left  bundle  branch  block  and  left 
ventricular  hypertrophy,  suggestive  of  ad- 
vanced myocardial  disease,  were  noted  on 
electrocardiogram.  L.E.  preparations  were 
negative  and  an  ASO  titer  was  50  Todd 
units.  C-reactive  protein  was  negative. 

The  patient  was  treated  with  digitalis 
and  diuretics  and  was  discharged  on  the 
eighth  hospital  day. 

On  10-24-60,  the  patient  was  readmitted 
in  early  cardiac  decompensation  and  was 
noted  to  have  a prominent  mitral  systolic 
murmur.  A 14-16  week  pregnancy  was 
diagnosed.  The  EKG  was  unchanged,  but 
chest  x-ray  was  interpreted  as  being  normal, 
L.E.  preparations,  C-reactive  protein  and 
ASO  titer  were  unchanged.  Blood  cultures 
had  no  growth. 

She  was  redigitalized,  diuresed  and  given 
antihistamines,  and  did  well  until  11-17-60, 
when  she  abruptly  left  the  hospital  against 
medical  advice.  From  11-17-60  until  12- 
27-60,  she  was  seen  twice  weekly  in  the 
clinic  and  was  adhering  to  prescribed  pre- 
natal regimen. 

On  12-29-60,  she  was  readmitted  because 
of  an  upper  respiratory  infection  and  early 
congestive  heart  failure.  EKG  and  chest 
x-ray  were  unchanged.  The  patient  did  well 
until  2-4-61  when  she  again  discharged 
herself. 

On  4-4-61,  she  delivered  a 5 lb.,  13  oz., 
viable  male  infant  without  complications. 

Four  weeks  later  she  was  readmitted  for 


low  salt  syndrome  which  was  corrected  by 
hypertonic  saline  infusion. 

She  was  readmitted  on  7-10-61,  after  a 
three  day  history  of  paroxysmal  nocturnal 
dyspnea  and  severe  respiratory  distress. 
Chest  x-ray  showed  marked  cardiomegaly 
and  pulmonary  congestion. 

Her  final  admission  was  on  7-23-61  at 
which  time  she  was  cyanotic,  had  3 + pre- 
tibial edema,  and  was  in  a stuporous  condi- 
tion. She  became  progressively  worse  and 
expired  24  hours  after  admission. 

Autopsy  showed  the  cause  of  death  to  be 
widespread  edema  involving  particularly  the 
lungs  and  viscera.  This  was  also  associated 
with  acute  and  chronic  congestive  heart 
failure.  In  addition  there  were  petechial 
hemorrhages  of  the  epicardium  and  mesen- 
tery and  infarction  of  the  left  kidney.  In 
view  of  the  clinico-pathological  picture 
with  the  history  of  similar  condition  in  sev- 
eral members  of  the  immediate  family,  it 
appears  that  this  represents  a case  of  her- 
editary angioneurotic  edema. 

Review  of  Literature 

The  syndrome  of  familial  angioneurotic 
edema  with  its  diverse  manifestations  and 
myriad  symptomatology  displays  in  no  part 
of  its  pathologic  anatomy  specific  clues  as 
to  etiology.  All  cases  reported  have  been 
similar  in  description;  all  indefinite  as  to 
cause. 

Since  Osier"  first  suggested  heredity  as  an 
important  etiologic  factor,  numerous  fam- 
ily pedigrees  have  been  studied  exhaustively. 
Ensor,'  Crowder  and  Crowder/'  and  Bul- 
lock' demonstrated  a familial  tendency  and 
endorsed  the  genetic  theory  of  etiology. 
Crowder  and  Crowder,"  Fineman/  and  oth- 
ers suggested  that  the  genetic  mode  was 
one  of  a single  dominant  Mendelian  allel 
and  that  the  expression  of  the  disease  de- 
pended on  its  degree  of  genetic  penetrance 
and  other  "environmental  influences”. 

Quincke  originally  attributed  the  acute 
transient  episodes  of  circumscribed  edema 
to  a "vasomotor  neurosis”  under  the  influ- 
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ence  of  which  the  permeability  of  the  super- 
ficial vessels  is  suddenly  increased.  Ken- 
nedy11 likewise  proposed  a purely  nervous 
mechanism.  Halstead4  felt  that  an  inherited 
vasomotor  disturbance,  central  or  periph- 
eral, direct  or  reflex,  produces  spasmodic 
contraction  of  vessels.  This  is  followed  by 
paralytic  dilatation  and  stasis  of  the  circu- 
lation resulting  in  serous  exudation  produc- 
ing acute  edema.  "This  same  edema  occurs 
in  the  brain  and  kidneys  and  probably  in 
every  organ  and  tissue  in  the  body”. 

Spaulding1"  thought  that  affected  indi- 
viduals inherited  a biochemical  defect  re- 
sulting in  an  over-production  of  histamine 
and  hyaluronidase  in  response  to  slight 
trauma. 

Foci  of  toxemia,1'  i.e.,  upper  respiratory 
infection,  bacterial  absorption,  and  idiosyn- 
crasy to  environmental  factors  have  been 
suggested  as  precipitating  causes,  Griffith' 
felt  that  there  is  an  inherited  sensitization 
to  foods  or  drugs,  as  well  as  a labile  response 
to  physical  and  environmental  stimuli.  Alco- 
hol is  thought  to  be  an  extremely  important 
agent  in  precipitation  of  an  angioneurotic 
attack.3'10'12 

The  bizarre  clinical  picture  presented  by 
the  disease  is  most  often  characterized  by 
intermittent  episodes  of  transitory  localized 
edema  which  become  increasingly  severe  as 
the  affected  individual  grows  older.  There 
are  few  reports  of  infant  and  childhood 
mortality,  but  with  adolescence  the  disease 
becomes  more  severe  and  fatal  attacks  are 
not  uncommon. 

Edema  of  the  head,  neck,  and  extremities 
seems  to  be  the  most  common  manifestation 
of  the  disorder.  Not  unusual,  however,  is 
the  acute  visceral  edema13’14’13’10  which  leads 
to  laparotomy  for  a suspected  intestinal  ob- 
struction, perforated  peptic  ulcer,  acute 
appendicitis,  or  ruptured  ectopic  pregnan- 
cy.1' Crowder  and  Crowder1  reported  the 
case  of  an  18  year  old  female  who  had  acute 
onset  of  abdominal  pain  and  within  30  min- 
utes her  uterus  had  risen  to  the  umbilicus. 
Cerebral  involvement11’18’10  with  convulsive 


seizures,  aphonia,  amblyopia,  deafness  and 
hemiplegia  has  been  reported.  Allusion  to 
cardiac  involvement"'1'42"  is  frequent  but 
no  description  is  given.  Dunlap1’  reports  one 
case  of  "dropsy”  and  one  of  "heart  disease”. 

Epiglottal  edema  with  resultant  suffoca- 
tion appears  to  be  the  most  common  cause 
of  death  in  affected  individuals.  A review 
of  the  literature  produced  439  individuals 
in  family  pedigrees.  Of  these,  177  were  af- 
fected by  the  disease;  100  died  as  a result  of 
the  disease  with  64  of  the  deaths  being  due 
to  suffocation  from  acute  epiglottal  edema. 

The  only  previous  report  of  familial  an- 
gioneurotic edema  in  pregnancy  was  a 
patient  who  manifested  visceral  symptoms 
antepartum  and  experienced  abruptio  pla- 
centae and  oliguria  at  term.21 

Only  two  necropsy  reports  were  found. 
Biering14  reports  a case  with  marked  edema 
of  the  gastrointestinal  tract  from  duodenum 
to  colon.  There  was  marked  eosinophilic  cell 
infiltration  and  hyperplasia  of  the  adrenals. 
Wason22  reported  marked  edema  of  the 
subpleural,  peribronchial  and  interlobar 
connective  tissue.  The  lymphoid  tissues  were 
hyperplastic.  The  malphigian  corpuscles 
of  the  spleen  had  large  pale  centers  and 
cellular  elements  showed  numerous  mitotic 
figures. 

Laboratory  tests  have  not  proven  to  be  of 
value  in  diagnosis  of  the  disease,  but  eosino- 
penia  and  absence  of  albuminuria  appear 
to  be  the  only  consistent  findings. 

Comment 

The  diagnosis  of  familial  angioneurotic 
edema  is  based  principally  on  a character- 
istic family  history  and  a somewhat  pre- 
dictable clinical  course  in  the  affected 
individual.  Definite  diagnostic  criteria  are 
found  nowhere  in  the  available  literature. 
The  autopsy  findings  of  the  case  presented 
are  consistent  with  the  only  two  previously 
reported  autopsies.  The  pathologic  changes 
are  non-specific  and  the  diagnosis  of  the 
disease  is  usually  one  of  exclusion. 

It  is  believed  that  the  patient  presented 
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died  of  congestive  heart  failure  due  to 
cardiac  angioneurotic  edema.  The  presence 
of  a persistent  left  bundle  branch  block 
raises  the  question  of  possible  pre-existing 
cardiac  disease  or  a congenital  aberration  in 
the  cardiac  conduction  system.  However, 
the  failure  of  the  patient  to  respond  to 
parenteral  vitamin  therapy,  the  euthyroid 
state,  a normal  hemogram,  normal  systolic 
blood  pressures,  the  transient  nature  of  the 
observed  cardiac  murmur,  the  absence  of  a 
rheumatic  fever  history,  normal  ASO  titers, 
and  the  failure  to  demonstrate  valvular 
lesions  and  myocardial  Aschoff  bodies  ap- 
pears to  exclude  the  possibility  of  pre-exist- 
ing acquired  cardiac  disease,  but  a congenital 
left  bundle  branch  block  cannot  be  ruled 
out. 

Collagen  disease  was  excluded  because  of 
repeatedly  negative  L.E.  preparations,  nor- 
mal serum  proteins  and  the  absence  of  char- 
acteristic pathological  changes  at  autopsy. 

The  prognosis  for  pregnancy  when  com- 
plicated by  familial  angioneurotic  edema  is 
speculative.  However,  in  the  case  presented, 
the  fetus  apparently  suffered  no  ill  effects, 
while  the  mother  experienced  less  frequent 
but  more  severe  angioneurotic  episodes  of 
longer  duration  than  in  the  nonpregnant 
state.  Also  her  cardiac  manifestations  and 
most  severe  angioneurotic  crises  occurred 
puerperally  after  each  of  her  pregnancies. 

Therefore,  it  would  appear  that  preg- 
nancy itself  is  not  jeopardized  except  for 
possible  transmission  of  the  disease  to  the 
infant.  Conversely,  it  would  appear  that 
pregnancy  may  dangerously  alter  the  course 
of  familial  angioneurotic  edema. 

Summary 

1.  A case  of  familial  angioneurotic  ede- 
ma complicating  pregnancy  and  ter- 
minating fatally  with  congestive  heart 
failure  due  to  cardiac  and  systemic 
angioneurotic  edema  is  presented. 

2.  Preliminary  electrocardiographic  and 
necropsy  findings  which  heretofore 
have  been  meager  are  reported.2'5 


3.  A review  of  the  literature  is  presented 
with  a discussion  of  the  etiology,  pa- 
thogenesis, pathologic  physiology  and 
clinical  course  of  the  disease. 

4.  The  diagnosis  of  familial  angioneu- 
rotic edema  is  based  on  a somewhat 
predictable  clinical  course  and  a char- 
acteristic family  history  of  the  disease. 
There  appears  to  be  no  specific  lab- 
oratory aids  that  are  useful  except  in 
excluding  other  disease  processes. 

5.  The  course  of  familial  angioneurotic 
edema  may  be  adversely  affected  by 
pregnancy. 
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Norfolk,  Virginia 

Clinical  History 

A 22  year  old  white  male  was  admitted 
to  the  hospital  with  a three  week  history 
of  fever  and  recent  onset  of  headache  and 
delirium. 

The  patient  had  been  seen  by  a physician 
four  weeks  prior  to  death  with  an  upper 
respiratory  infection  and  otitis  media  which 
apparently  responded  to  treatment.  How- 
ever, he  subsequently  noted  the  onset  of 
fever  with  an  initial  spike  to  106  and  daily 
spikes  to  104°.  He  also  experienced  "black- 
out spells”.  Approximately  three  weeks 
prior  to  death  he  was  hospitalized  following 
a fever  spike.  All  studies  at  the  hospital  were 
said  to  be  negative,  except  for  an  elevated 
alkaline  phosphatase. 

On  physical  examination  the  patient  had 
a temperature  of  102°F.  (R.),  a pulse  rate 
of  100/min.,  respiratory  rate  of  18/min., 
and  BP  of  1 10/70mm  Hg.  He  was  pale  and 
appeared  acutely  ill.  His  skin  was  warm  and 
dry.  The  ears,  nose  and  throat  were  un- 
remarkable. There  was  no  organomegaly 
in  the  abdomen.  The  extremities,  rectal  ex- 
amination, and  genitalia  were  unremarkable. 
There  was  no  meningismus  or  other  positive 
neurological  signs. 

Laboratory  data:  Hematocrit  34%.  White 
blood  count  18,000  with  86%  polymorphs. 
The  serum  bromide  and  barbiturate  levels 
were  negative.  The  BUN  was  7 mgs.%.  The 
serum  electrolytes  were  normal.  The  alka- 
line phosphatase  was  13  units,  serum  lactic 
dehydrogenase  was  320  units  and  SGOT  was 
112  units.  Urinalysis  revealed  a pH  of  7, 
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Sp.  Gr.  of  1.020,  and  a trace  of  protein  but 
no  acetone,  glucose,  or  occult  blood.  The 
serum  ammonia  was  97mcgs.%.  The  total 
bilirubin  was  1.6mgs.%  with  0.2mgs.% 
direct.  Spinal  fluid  examination  revealed 
four  white  cells  of  which  two  were  poly- 
morphs and  two  were  lymphocytes.  The 
spinal  fluid  protein  was  46mgs.%  The  spinal 
fluid  VDRL  was  negative.  The  mastics  were 
233210100.  Agglutination  for  viral  en- 
cephalitides  revealed  "0”  positive  to  1 to  40, 
"H”  positive  1 to  80;  0 x 19  positive  1 to 
40;  A-negative;  B-negative;  BA  negative. 
Peripheral  smears  for  malarial  parasites  were 
negative.  A brain  scan  was  normal.  An  elec- 
troencephalogram showed  "diffusely  slow 
record  compatible  with  a generalized  dis- 
order”. Bilateral  cerebral  arteriograms  were 
negative.  Bone  marrow  examination  re- 
vealed myeloid  hyperplasia. 

The  day  following  admission  to  the  hos- 
pital the  patient  became  semicomatose  and 
responded  only  to  painful  stimuli.  He  was 
seen  by  a neurosurgeon  and  was  deeply 
comatose  with  decerebrate  posturing,  bi- 
lateral Babinskis,  bilateral  dilated  pupils  and 
hazy  disc  margins  of  fundus.  On  the  third 
hospital  day  he  had  a cardiac  arrest  and  re- 
sponded to  closed  chest  cardiac  massage. 
However,  his  pupils  remained  dilated  and 
nonreactive.  He  had  some  slight  left  facial 
twitching  and  appeared  terminal.  The  day 
prior  to  his  demise  he  had  a white  count 
of  2 5,800  with  75%  polymorphs.  He  ex- 
pired on  the  sixth  hospital  day. 

Differential  Diagnosis 

Dr.  Kossheim:  We  are  faced  with  a rather 
tragic  situation,  I think,  of  an  apparently 
normal  22  year  old  white  male  who  had  the 
onset  of  a minor  upper  respiratory  infec- 
tion, middle  ear  infection  and  died  over  a 
month  after  the  onset.  One  week  after  the 
upper  respiratory  infection  the  patient  had 
fever,  delirium,  and  "blackout  spells”.  The 
length  of  time  in  the  other  hospital  prior  to 
coming  to  this  hospital  was  not  given.  Does 
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anyone  have  any  information? 

Dr.  Margolius:  I followed  the  patient  for 
36  hours  of  illness  while  he  was  at  Leigh 
Memorial  Hospital  and  had  been  in  there 
for  two  weeks.  When  I first  saw  him  he  was 
rational,  young  and  a healthy  fellow.  He 
was  spiking  a fever.  I saw  him  24  hours 
later  after  all  the  laboratory  tests  had  been 
ordered  and  he  was  "just  off  his  rocker”.  He 
was  delirious  and  thrashing  around  in  the 
bed.  We  managed  to  get  some  lumbar  spinal 
fluid  which  was  normal  on  smear  and  cul- 
ture. At  that  time  it  was  suggested  that  he 
be  transferred  to  this  hospital. 

Dr.  Rossheim:  On  admission  to  Norfolk 
General  Hospital  the  patient  appeared 
acutely  ill.  We  have  no  mention  of  nuchal 
rigidity  and  no  focal  neurological  signs. 
Apparently  the  previous  middle  ear  infec- 
tion which  he  had  was  now  clear  to  the  ex- 
amining physician.  The  examination  of  the 
ears,  nose  and  throat  was  reportedly  nega- 
tive. Initial  laboratory  data  might  help  us 
in  weeding  out  several  diseases  that  one 
might  worry  about  in  a case  of  this  nature. 
A trace  of  protein  in  the  urine  is  not  un- 
usual with  a febrile  patient.  There  is  no  evi- 
dence of  diabetes.  On  the  other  hand  the 
patient  had  a mild  anemia  (hematocrit 
34%)  which  raises  the  question  of  lead 
poisoning  or  hemorrhage.  The  elevation  of 
the  white  count  tells  us  an  acute  inflam- 
matory process  is  taking  place.  We  have 
minor  abnormalities  of  liver  function  and 
enzyme  tests  but  a normal  ammonia  value 
excludes  the  possibility  of  hepatic  coma  as 
one  of  the  causes  of  this  patient’s  illness.  We 
have  only  four  cells  present  in  the  spinal 
fluid,  two  of  which  are  polymorphs  and 
which  should  not  be  present  under  any  cir- 
cumstances, and  the  other  two  are  lympho- 
cytes. We  have  a mildly  abnormal  first  zone 
in  the  mastics  test  which  may  or  may  not 
indicate  abnormalities  in  the  gamma  globu- 
lin of  the  spinal  fluid.  Apparently  numerous 
agglutination  studies  were  done  for  viral 
encephalitides,  febrile  agglutination  tests 
and  even  a smear  of  blood  for  malaria  which 
was  reported  as  negative.  The  electro- 
cncephalographic  findings  are  compatible 
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with  a severe  generalized  subcortical  dis- 
turbance with  a somewhat  symmetrical  dis- 
tribution. Arteriograms  and  brain  scans 
show  no  evidence  of  displacement  of  the 
midline  structure  and  no  evidence  of  a 
cerebral  mass.  The  hospital  course  was  ap- 
parently straight  downhill.  The  deepening 
coma  and  cardiac  arrest  were  probably  sec- 
ondary to  the  rising  spinal  fluid  pressure 
which  surely  developed.  The  terminal  facial 
twitching  which  the  patient  developed  co- 
incides with  the  phase  of  the  illness  when 
so  much  else  had  gone  wrong  with  the  pa- 
tient that  it  need  not  be  construed  as  evi- 
dence of  a primary  cortical  disease.  The  final 
laboratory  data  with  a persisting  leukocy- 
tosis gives  us  evidence  of  persisting  and  per- 
haps increasingly  severe  inflammatory  proc- 
ess. 

Dr.  Margolius:  His  white  blood  count  was 
normal  and  at  around  5,000  and  or  6,000 
during  his  two  weeks  stay  at  the  other  hos- 
pital. 

Dr.  Rossheim:  His  white  count  now  in 
this  hospital  was  2 5,800  with  75%  poly- 
morphs. We  have  got  to  consider  the  var- 
ious illnesses  which  can  be  the  cause  of  the 
death  of  this  patient.  Acute  febrile  illness 
of  this  duration  is  usually  of  an  infectious 
origin;  one  running  a fever  this  high  for 
such  a short  duration  of  time.  Although 
such  illnesses  can  be  of  non-infectious  ori- 
gin, for  example  allergic  or  drug  fever  due 
to  serums,  drugs,  and  hemolytic  crisis.  Most 
bacterial  infections  can  be  diagnosed  more 
readily  and  they  will  usually  be  brought 
under  control  in  a reasonable  period  of  time 
by  a chemotherapeutic  agent.  The  follow- 
ing attributes  are  suggestive  of  any  acute  or 
viral  infectious  process:  abrupt  onset  of  ill- 
ness, high  fever  102-105  F.;  upper  respira- 
tory symptoms,  relatively  non-specific 
symptoms,  gastrointestinal  distress,  acute 
lymph  node  enlargement,  meningeal  signs 
with  or  without  pleocytosis  and  a white 
blood  count  of  over  12,000  or  under  5,000. 
Many  of  these  same  findings  can  be  found 
in  such  diseases  as  acute  myeloblastic  leu- 
kemia, disseminated  lupus  erythematosus, 
and  other  collagen  diseases.  What  diagnosis 
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should  we  consider  on  such  a patient  as  this? 
Well,  I suppose  everyone  would  think  of  a 
brain  abscess  with  an  antecedent  history  of 
an  otitis  media  and  ear  infection,  even  in 
the  presence  of  a normal  spinal  fluid.  A 
patient  does  not  usually  go  so  rapidly  down- 
hill with  a brain  abscess.  One  might  con- 
sider a silent  abscess  of  the  brain  with  rup- 
ture into  the  ventricular  cavities  as  well  as 
the  possibility  of  a subdural  empyema.  These 
would  also  seem  unlikely  as  we  are  given 
a relatively  normal  spinal  fluid  and  again 
a rapid  downhill  course.  The  next  disease 
I wondered  about  was  a possibility  of  equine 
encephalomyelitis  with  the  high  white 
count,  leukocytosis,  and  cerebral  symptoms. 
This  type  disease  is  more  prominent  during 
the  summer  months.  With  liver  abnormali- 
ties and  central  nervous  system  findings, 
infectious  mononucleosis  should  be  consid- 
ered as  well  as  Weil’s  Disease  or  Leptospirosis. 
The  occupational  history  of  the  patient 
(airline  pilot)  now  seems  to  rule  out  the 
possibility  of  lead  encephalopathy  found 
in  paints  or  in  one  who  works  with  lead 
materials.  No  findings  are  made  of  the  pres- 
ence of  stippled  red  blood  cells  in  the 
peripheral  blood  smear.  The  negative  spinal 
fluid  is  somewhat  against  the  diagnosis  of 
neoplasm  or  highly  malignant  invasive  tu- 
mor of  the  central  nervous  system.  I should 
mention  it  has  happened  more  than  one  time 
that  apparently  normal  spinal  fluid  smears 
will  be  described  as  showing  leukocytes  of 
varying  nature  and  these  will  actually  be 
clusters  or  groups  of  tumor  cells  and  not 
white  cells. 

Dr.  Margolius:  The  chest  film  and  other 
routine  x-rays  taken  at  Leigh  Memorial 
Hospital  were  found  normal. 

Dr.  Rossloeim:  Thrombotic  thrombocy- 
topenic purpura  is  a disease  that  is  charac- 
terized by  a progressive  hemolytic  anemia, 
jaundice,  drop  in  platelet  count,  and  hemor- 
rhages from  various  orifices  and  purpura. 
This  may  produce  focal  or  local  neurologi- 
cal lesions  either  by  the  thrombosis  and/or 
hemorrhage  or  both.  In  this  disease  you 
usually  don’t  see  many  meningeal  signs  and 
the  spinal  fluid  is  very  apt  to  be  normal. 
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Also,  the  patient  had  no  purpura.  The  whole 
illness  seems  to  be  far  too  dramatic  for  a 
granulomatous  lesion  such  as  a tuberculoma. 
Were  any  TB  skin  tests  done? 

Dr.  Margolius:  I don’t  recall  any  tuber- 
culin skin  tests  being  done. 

Dr.  Rossloeim:  With  an  individual  like 
this  we  might  have  gotten  a negative-type 
response.  I think  probably  all  that  is  left 
for  me  to  turn  to  now  are  the  primary  dis- 
eases of  white  matter  of  the  central  nervous 
system,  the  so  called  leukoencephalopathies 
which  have  a notorious  distribution  both 
above  and  below  the  tentorium.  A con- 
venient classification  which  is  often  used: 
Leukoencephalopathy  is  a disease  of  white 
matter  and  is  broken  down  into  four  cate- 
gories: 

A.  Multiple  sclerosis 

B.  Acute  disseminated  encephalomye- 
litis 

C.  Cerebral  sclerosis 

D.  Acute  and  subacute  necrotizing 
hemorrhagic  encephalopathy 

A.  Multiple  sclerosis  is  divided  into  a 
chronic  type  and  acute  multiple  sclerosis 
which  can  sometimes  take  a rapid  downhill 
course. 

B.  Acute  disseminated  encephalomyelitis 
is  a disease  that  follows  the  course  of  measles, 
mumps,  chicken  pox,  smallpox,  vaccina- 
tions and  many  influenza-type  illnesses. 

C.  Cerebral  sclerosis  are  demyelinating 
type  diseases  which  are  usually  more  chronic 
and  are  divided  into  two  categories: 

1.  Shilder’s  Disease  which  is  often  pres- 
ent in  children  or  young  people  who  have 
a chronic  relapsing,  remitting  neurological 
illness. 

2.  Metachromatic  leukoencephalopathy, 
a disease  in  which  there  is  breakdown  of 
myelin  of  the  white  matter  of  the  central 
nervous  system. 

D.  Acute  and  subacute  necrotizing  hem- 
orrhagic encephalopathy  is  divided  into 
three  phases;  most  acute  being  the  acute 
encephalytic  form,  the  medium  or  the  mod- 
erate type  being  the  acute  and  subacute 
necrotizing  myelopathy  and  a mild  third 
type.  Many  of  these  diseases  have  overlap- 
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ping  phases  which  is  almost  as  if  the  necrotic 
stage  of  certain  diseases  is  similar.  This 
patient  obviously  did  not  have  multiple 
sclerosis  because  of  the  acute  process  in- 
volved, and  more  important  there  is  the 
absence  of  multiple  lesions  developing  at 
different  times  presenting  pathological  le- 
sions of  different  ages.  The  cerebral  sclerosis 
of  the  demyelinating  type  are  slowly  pro- 
gressive and  need  not  concern  us  in  this 
case.  So  we  have  eliminated  two  of  the  four, 
making  the  choice  between  the  other  two 
a little  more  difficult.  Acute  disseminated 
encephalomyelitis  is  a neurological  sequela 
to  vaccinations  and  may  present  a pleo- 
morphic picture  including  coma  and  focal 
abnormalities.  Seizures  are  frequent  and 
focal  neurological  signs  are  often  present. 
The  cerebral  spinal  fluid  may  or  may  not 
show  pleocytosis.  Acute  necrotizing  hem- 
orrhagic encephalopathy  can  be  an  explo- 
sive disease.  It  is  thought  to  represent  the 
most  violent  autoimmune  response  of  the 
brain  with  disseminated  encephalomyelitis 
being  the  intermediate  that  I mentioned  and 
acute  brain  purpura  the  mild  form.  Al- 
though a normal  cerebral  spinal  fluid  has 
been  reported  in  this  case  we  would  hope 
that  repeat  examinations  of  the  spinal  fluid 
would  demonstrate  the  cellular  abnormality. 
Many  patients  with  acute  disseminated  en- 
cephalomyelitis may  die  suddenly  because  of 
so-called  toxic  encephalopathy  in  the  early 
stages  of  an  illness  such  as  the  measles, 
mumps,  etc.  One  other  interesting  conclu- 
sion or  differential  here  should  be  herpes 
simplex  encephalitis  sometimes  referred  to  as 
inclusion  body  encephalitis  or  acute  necro- 
tizing encephalitis.  I think  probably  in  the 
diagnosis  of  this  case  I am  going  to  have  to 
settle  with  acute  necrotizing  hemorrhagic 
encephalopathy  which  could  be  on  the  basis 
of  post  measles,  post  smallpox,  post  chicken 
pox  or  post  influenza  type  illness  to  the  dif- 
fuse illness,  downhill  course,  etc.,  the  cause 
of  death  of  this  patient  being  due  to  an 
increasing  intracranial  pressure  and  the 
failure  of  the  brain  stem  structures.  Patho- 
logically I would  expect  hemorrhagic  lesions 


of  the  white  matter  of  the  brain  with  swell- 
ing and  probably  severe  lesions  of  parts  of 
the  midbrain,  pericapillary  hemorrhages  and 
extensive  foci  of  mild  degeneration.  A liver 
scan  may  have  been  helpful  in  this  case  be- 
cause of  the  elevated  alkaline  phosphatase 
and  SGOT  and  severe  fever. 

Dr.  Ed.  Levy:  An  epidural  abscess  can 
be  very  elusive  to  scans  or  arteriogram 
studies. 

Dr.  Avery:  At  autopsy  the  brain  was 
swollen  and  there  were  six  abscesses,  the 
largest  measuring  8 cm.,  and  contained  yel- 
low white  pus.  The  abscesses  were  scattered 
throughout  the  cerebral  white  matter. 
There  was  an  abscess  and  pneumonia  in  the 


Fig.  1 


upper  lobe  of  the  right  lung.  An  11cm. 
abscess  was  present  in  the  right  lobe  of  the 
liver  and  there  were  multiloculated  abscesses 
in  the  spleen.  The  abscesses  in  the  liver  and 
spleen  had  perforated  their  capsules.  Hemo- 
lytic staphylococcus,  coagulase  positive  was 
cultured  from  the  abscesses.  Some  of  the 
abscesses  may  have  been  present  for  as  long 
as  two  weeks. 

Dr.  Rossheim:  Where  do  you  think  the 
focus  of  infection  originated? 

Dr.  Avery:  With  the  history  of  upper 
respiratory  tract  infection  and  otitis  media, 
one  would  suspect  the  middle  ear,  particu- 
larly if  we  had  a single  brain  abscess.  But 
we  have  multiple  brain  abscesses  and  abscess 
in  other  organs  and  I think  we  are  dealing 
with  a post-influenza  lung  abscess  with 
metastasis  to  the  brain,  liver  and  spleen. 
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A Review  of  the  Phantom  Sensation  Phe- 
nomenon 

It  is  ironic  that  such  a prevalent  condi- 
tion should  have  acquired  such  a misleading 
description  as  phantom  sensation.  Although 
intangible,  it  is  quite  real  in  the  minds  of 
many  disabled  persons  and  at  times  can 
cause  very  chronic  adjustment  problems 
which  cannot  be  eliminated  by  sheer  will. 

The  phantom  limb  phenomenom  was 
first  described  by  Ambroise  Pare  in  1551. 
He  wrote,  ".  . . Patients  who  have  many 
months  after  cutting  away  of  the  leg,  griev- 
ously complained  that  they  yet  felt  exceed- 
ing great  pain  of  that  leg  so  cut  off.”  1 The 
first  considerable  study  in  the  United  States 
was  made  by  Silas  Weir  Mitchell  after  the 
American  Civil  War.  An  estimated  fifteen 
thousand  amputees  of  the  Civil  War  pro- 
vided him  with  abundant  samples  from 
which  to  choose.  At  that  time  the  phantom 
sensation  was  surrounded  by  folklore.  Care- 
ful burial  of  amputated  limbs  was  a nec- 
essary ritual  to  prevent  phantom  pain. 

Consciousness  of  an  amputed  member  is 
the  usual  meaning  of  phantom  sensation.  It 
also  may  occur  following  the  loss  of  a nose, 
breast,  or  penis,  and  in  conditions  other  than 
amputations  such  as  hemiplegia  and  brachial 
plexus  lesions.  Awareness  of  the  missing 
member  often  involves  unpleasant  sensa- 
tions such  as  itching,  tingling,  and/or  pain. 
Phantom  sensation,  the  umbrella  term,  may 
be  painful  or  not.  The  non-painful  phan- 
tom, which  is  more  common,  involves  a 
tingling  that  is  not  unpleasant  and  in  fact 
may  be  pleasant.  The  painful  phantom  in- 
volves sensations  ranging  from  unpleasant 
to  painful. 
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Usually  a phantom  only  involves  the  dis- 
tal portion  of  the  amputated  member.  For 
example,  a missing  upper  arm  is  most  likely 
to  be  represented  by  a phantom  hand.  Also, 
the  missing  limb  is  frequently  sensed  shorter 
than  the  normal  one.  Phantom  pain  usually 
occurs  immediately  after  amputation  and 
characteristically  persists  in  most  cases.  It 
may  assume  clinical  importance,  for  when 
the  pain  persists  a long  time,  it  can  adversely 
affect  the  mental  and  physical  health  of  the 
individual.  Even  though  the  characteristics 
of  phantom  pain  are  diversified,  we  per- 
sistently find  they  tend  to  fall  in  one  of 
three  categories:  ".  . . postural  type  of 
cramping,  squeezing  character;  a burning 
pain;  and  pain  of  a sharp,  shooting,  or 
lancinating  character.”  One  should  keep  in 
mind  that  these  categories  are  very  broad, 
and  that  the  symptoms  of  phantom  sensa- 
tion vary  greatly  between  and  within  indi- 
viduals.' 

A great  deal  of  empirical  studies  have 
taken  place  in  an  attempt  to  describe  the 
cause  (s)  of  phantom  sensations  and  to  date 
no  definitive  conclusions  have  been  reached. 
The  main  controversy,  as  to  cause,  centers 
around  those  who  hold  that  its  origin  is  psy- 
chogenic (central  theory)  and  those  who 
favor  the  organic  (peripheral  theory)  ori- 
gin. Recently,  there  has  been  a trend  toward 
a more  eclectic  approach  which  proposes 
that  two  or  more  causes  are  operating  in 
varying  degrees.  The  sensations  of  touch 
or  movement  and  shrinkage  are  probably 
central  while  neuralgic  pain  and  paresthesia 
are  probably  peripheral. 

Adherents  to  the  central  theory  are  in 
the  majority.  The  concept  of  body  image 
is  the  basis  for  their  explanation.  As  a re- 
sult of  various  sensations  by  means  of  sen- 
sory, kinesthetic  and  visual  perception,  one 
builds  an  image  of  himself  as  related  to  the 
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external  world.  Amputation  results  in  re- 
duction of  the  positive  aspects  of  the  self- 
concept  or  body  image.  The  individual 
denies  the  loss  and  insists  on  maintaining  his 
former  image. 

Proponents  of  the  peripheral  theory  base 
their  etiological  explanations  on  an  organic 
basis.  They  say  that  painful  sensations  from 
a neuroma  or  an  infected  stump  can  set  off 
a chain  of  events  that  leads  to  severe,  per- 
sistent pain.  This  pain  travels  to  the  thala- 
mus setting  up  a self-perpetuating,  vicious 
circle  between  it  and  the  cerebral  cortex. 

In  light  of  the  vast  amount  of  studies 
made  on  the  cause (s)  of  phantom  sensation, 
the  writer  will  only  present  some  significant 
arguments  against  each  theory. 

Advocates  of  the  peripheral  theory  say 
that  many  of  the  individuals  were  emotion- 
ally stable  before  amputation,  and  that  se- 
vere, protracted  pain  would  emotionally 
affect  almost  anyone.  Although  occasional 
relief  from  pain  by  means  of  a sympathetic 
block  has  been  reported,  it  cannot  be  ex- 
plained on  the  basis  of  psychotherapy.  A 
unique  observation  was  made  by  Kallio, 
195  2,  of  hand  amputees  who  received  the 
Krukenberg  procedure.  In  this  procedure, 
the  lower  ends  of  the  radius  and  ulna  are 
separated  and  covered  with  soft  tissue  so 
that  the  patient  is  left  with  a deep  cleft 
between  the  two  bones  which  provides  a 
pinching  mechanism.  The  phantom  phe- 
nomenom  consisted  of  a feeling  as  if  the 
hand  were  split  with  the  radial  fingers  act- 
ing as  one  unit  and  the  ring  and  little  fingers 
acting  as  another.  Kallio  considered  this  as 
proof  in  favor  of  the  peripheral  theory,  for 
such  an  unnatural  hand  could  never  have 
been  part  of  the  body  image. 

Since  the  majority  of  investigators  are 
in  favor  of  the  central  theory,  it  was  not 
surprising  to  find  more  arguments  against 
the  peripheral.  It  is  interesting  to  note  that 
".  . . the  peripheral  theory  fails  to  account 
for  the  fact  that  the  pain  does  not  follow 
a peripheral  nerve  distribution  and  is  not  an 
anatomic  representation  of  the  missing 


par.”  ' The  patterning  of  the  painless  phan- 
toms bears  no  resemblance  to  the  distribu- 
tion of  the  major  peripheral  nerves. 

Therefore,  the  partial  nature  of  the  phan- 
tom does  not  appear  to  be  based  on  particu- 
lar nerves  in  the  stump.  Experimental 
investigators  have  shown  that  no  particular 
type  of  phantom  sensation  is  specific  to  any 
certain  origin  or  any  particular  level  of  the 
central  nervous  system.  Surgery  to  relieve 
pain  has  not  been  too  succesful.  Many  oper- 
ations have  been  performed  with  unsatis- 
factory results.  This  tends  to  make  one  skep- 
tical of  the  plausibility  of  the  peripheral 
theory. 

The  phantom  is  so  vivid  after  the  opera- 
tion that  the  subject  finds  it  difficult  to  be- 
lieve the  amputation  has  actually  been 
performed.  He  refuses  to  accept  reality  or 
compromise  with  it.  He  is  compelled  to 
maintain  his  former  image  and,  in  the  case 
of  the  painful  phantom,  serves  the  function 
of  convincing  him  that  he  still  has  his  limb. 
This  denial  is  on  the  primitive,  unconscious 
level  for  the  individual  would  not  con- 
sciously express  the  awareness  of  this  form 
of  denial.  The  painful  phantom  may  also 
be  a form  of  narcissism,  making  the  ampu- 
tee unable  to  accept  the  permanent  loss. 
There  have  been  some  studies  to  show  that 
there  is  a strong  tendency  for  those  experi- 
encing painful  and/or  uncomfortable  sen- 
sations to  receive  greater  insecurity  scores 
on  the  Maslow  S-I  Inventory  than  those 
amputees  with  little  or  no  phantom  sensa- 
tions. It  appears  that  patients  perceive  the 
loss  of  a limb  as  though  it  were  the  loss  of 
someone  very  close  to  them.  This  is  mani- 
fested by  the  amount  of  respect  they  insist 
upon  in  caring  for  the  lost  part.  The  amount 
of  anxiety  and  grief  involved  in  the  disposal 
of  an  amputated  limb  almost  compels  one 
to  consider  the  central  theory  for  clues  as 
to  the  cause  of  phantom  sensation.  There 
appears  to  be  little  doubt  as  to  the  presence 
of  mental  conflict.  Individuals  with  phan- 
tom pain  frequently  have  emotional  disturb- 
ances. The  position  of  the  painful  phantom 
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is  the  same  as  it  was  just  prior  to  the  ampu- 
tation. "There  appears  to  be  no  question 
that  a patient  with  a painful  phantom  is 
usually  a patient  with  a severe  personality 
disturbance.”  4 

Another  interesting  phenomena  is  the 
selection  of  particular  body  parts  which  the 
phantom  sensation  will  represent.  The  pat- 
tern appears  to  be  those  parts  having  the 
most  mobility  and  the  highest  degree  of  sen- 
sory function.  The  distal  parts  of  the  body 
are  in  more  contact  with  the  outer  world 
and  are  more  richly  supplied  with  sensory 
nerves.  The  hand  or  foot,  and  especially  the 
digits,  form  the  strongest  and  most  endur- 
ing portions  of  the  phantom.  The  elbow  or 
knee  is  sometimes  felt,  the  forearm  or  leg 
rarely,  while  the  arm  or  thigh  is  almost  nev- 
er felt.  Phantoms  of  the  upper  limbs  are 
considerably  stronger  than  those  of  the 
lower.  This  appears  to  support  the  idea  that 
parts  of  the  body  having  the  greatest 
amount  of  interaction  with  the  environ- 
ment are  more  likely  to  be  part  of  the  phan- 
tom sensation.  Those  same  parts  are  more 
involved  on  part  of  the  self-image  than  the 
thigh,  for  example.  One  can  readily  see  that 
physical  insult  to  parts  of  the  body  which 
are  incorporated  in  the  body  image  would 
result  in  some  type  of  ego  defense  mech- 
anism. Keeping  this  in  mind,  "It  is  inter- 
esting to  see  that  the  phantom  limb  is  ab- 
sent in  congenital  amputees  and  those  who 
were  amputated  during  the  first  five  years 
of  life.”  ■'  This  supports  Pick’s  classical  state- 
ment that  congenitally  missing  extremities 
do  not  give  rise  to  phantoms.  The  missing 
member  was  never  represented  in  the  body 
scheme. 

Some  curious  findings  have  been  presented 
by  Haber.  He  found  that  ( 1 ) telescoped 
limbs  are  more  common  than  the  extended 
type;  (2)  flexor  sensations  are  more  abun- 
dant than  extensor  sensations;  and  (3)  tele- 
scoped limbs  are  superior  to  extended  limbs 
in  terms  of  two-point  discrimination  and 
point  localization.  The  increased  sensitivity 
in  the  proximal  areas  (telescoped  limb) 


cannot  be  explained  in  terms  of  peripheral 
nerve  endings  since  the  distal  regions  are 
more  abundant  in  nerve  innervation. 

The  bases  of  Haber’s  explanations  are  in 
terms  of  the  functional  service  of  pain.  In 
telescoping,  the  phantom  is  brought  closer 
to  the  existing  physical  stump.  It  is  not  easy 
to  rationalize  the  existence  of  a phantom 
when  it  is  far  from  the  nerves  in  the  stump. 
In  flexor  sensation  (cramping,  finger  dig- 
ging in  the  skin)  the  individual  is  reasoning 
the  presence  of  the  limb  by  making  it  pain- 
ful especially  in  terms  of  greater  body  con- 
tact. Lastly,  since  the  phantom  limb  is 
interacting  with  the  physical  stump  on  a 
psychological  and  neurological  bases,  the 
proximal  areas  now  have  become  more  sen- 
sitive because  the  amputee  has  made  it  so. 

A short  case  report  will  be  presented  to 
illustrate  the  possible  utility  of  the  eclectic 
theory  which  proposes  that  two  or  more 
causes  (central  or  peripheral)  are  operating 
in  varying  degrees. 

A soldier  was  wounded  in  World  War 
II.  A painful  phantom  appeared  im- 
mediately after  recovery  from  an  am- 
putation of  his  right  hand.  He 
complained  bitterly  of  his  phantom 
pain  and  a neuroma  was  removed  twice 
with  no  relief  of  pain.  Seven  years 
later,  a psychiatric  evaluation  revealed 
a great  deal  of  concealed  hostility. 
When  the  patient  was  without  his  pros- 
thesis or  wearing  his  cosmetic  hand,  he 
felt  the  phantom  as  a miniature,  tight- 
ly clenched  fist  attached  to  the  end  of 
his  stump.  The  phantom  lengthened 
and  resumed  a more  normal  open- 
handed  position  when  the  hook  was 
used. 

This  case  shows  that  the  etiological  the- 
ories are  not  necessarily  mutually  exclusive, 
but  two  or  more  causes  may  be  operating 
at  the  same  time.  The  patient’s  psychologi- 
cal make-up  was  undoubtedly  an  influential 
factor  in  this  case.  At  the  same  time,  the 
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painful  phantom  could  have  been  related 
to  the  neuromas.  Without  the  prosthesis  or 
with  the  acceptable  cosmetic  but  function- 
less  hand,  the  phantom  was  felt  to  be  a 
shriveled-up  miniature  appendage  hanging 
from  the  stump.  Although  the  hook  did  not 
resemble  the  hand  in  looks,  but  was  related 
to  the  hand  in  function,  it  brought  the 
phantom  hand  back  to  its  normal  position. 
It  would  be  very  difficult  to  explain  this  on 
an  organic  or  psychogenic  basis  alone. 

Incidence  of  phantom  sensation  is  con- 
siderably high.  Some  investigators  have 
shown  it  to  be  as  high  as  ninety-eight  per 
cent.  Taking  most  studies  into  account,  the 
incidence  rate  is  between  eighty-five  and 
ninety-eight  per  cent.  In  the  1870’s  Silas 
Mitchell  estimated  that  ninety-five  per  cent 
of  all  amputees  have  phantom  limbs.  Since 
his  time  many  investigators  have  reported 
higher  percentages.  This  increase  might  be 
accounted  for  by  the  fact  that  more  indi- 
viduals are  reporting  the  phantom  and  the 
increased  organization  of  medical  care.  The 
incidence  of  painful  phantom  is  from  one 
to  fifty  per  cent.  This  is  a very  broad  range 
since  it  accounts  for  most  studies.  Typi- 
cally, its  occurence  is  probably  closer  to  two 
per  cent. 

Treatment  for  phantom  pain  has  not  been 
very  conclusive.  In  most  cases  only  tem- 
porary relief  has  been  achieved.  Treatment 
is  generally  based  either  on  the  psychogenic 
or  the  organic  theory. 

Treatment  based  on  the  psychogenic  the- 
ory relies  on  the  belief  that  early  return  of 
function  is  of  paramount  importance  in  the 
post-operative  care  of  amputees.  The  lapse 
of  time  between  amputations  and  prosthetic 
fitting  appears  to  be  crucial  in  preventing 
many  psycho-physical  problems.  The  am- 
putee is  forced  with  the  concept  of  himself 
as  a whole  person  in  his  amputated  state. 

Instead  of  neurosurgery,  adherents  of  the 
psychogenic  theory  suggest  superficial  psy- 
chotherapy. Brief  psychotherapy  has  helped 
some  having  phantom  pain.  Electro-shock 
therapy  has  been  successful  with  some  but 


not  with  others.  Psychotherapy  and  hypno- 
therapy were  advised  by  some  psychiatrists 
but  others  suggested  treatment  as  in  any 
other  obsessional  neurosis.  Proper  psycho- 
logic preparation  of  the  patient  prior  to 
amputation  was  found  to  be  helpful. 

Treatment  based  on  the  peripheral  theory 
has  mostly  involved  neurosurgery.  Posterior 
chordotomy  has  been  used  to  eliminate  se- 
vere cramped  posture  in  the  phantom.  Some 
lower  extremity  amputees  were  equivocal. 
At  present,  most  of  the  results  are  tem- 
porary. In  experiments  using  prefrontal 
lobotomy,  the  patients  stated  they  still  had 
pain.  However,  there  was  less  emotional 
reaction  to  the  pain,  and  the  patients  did 
not  complain  spontaneously. 

An  individual  subject  to  an  amputation 
is  bound  to  have  some  degree  of  psychologi- 
cal insult.  A change  in  his  body,  as  he  sees 
it,  has  taken  place.  Therefore,  mentally  he 
must  make  adjustments  to  this  new  physical 
state.  Some  are  not  able  to  adjust  to  the 
reality  and  refuse  to  accept  the  loss  Jby 
means  of  denial  and  production  of  pain.  The 
significant  role  that  the  psychological  make- 
up plays  in  the  phantom  sensation  appears 
to  be  borne  out  by  the  fact  that  congenital 
amputees  do  not  experience  this  phenome- 
nom. 

Conversely,  the  nervous  system  is  in  a 
constant  state  of  activity,  and  any  physical 
disruption  of  its  structure  will  surely  result 
in  physiological  changes  that  attempt  to 
maintain  a normal  state.  Chemical  and  vas- 
cular changes  take  place  from  which  sen- 
sations might  reasonably  arise.  There  is  a 
significant  difference  in  the  incidence  rate 
between  phantom  sensation  and  phantom 
pain.  The  former  nearly  being  universal. 
The  selectivity  of  phantom  pain  appears  to 
parallel  that  of  emotional  or  personality 
disturbances  while  the  prevalency  of  phan- 
tom sensation  seems  to  parallel  the  incidence 
of  amputations  themselves. 

A review  of  the  phantom  sensation  is  very 
fascinating.  The  many  explanations  pre- 
sented have  been  quite  heterogeneous.  The 
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historical  investigation  of  this  phenomenons 
has  yielded  two  opposing  views,  the  central 
(psychogenic)  versus  the  peripheral  (or- 
ganic) . The  polar  character  of  this  research 
is  beneficial  since  it  tends  to  generate  more 
inquiry.  The  danger  lies  in  not  realizing 
that  the  results  of  different  studies  can  be 
complementary  and  only  different  aspects 
of  one  continuum.  We  must  study  this  phe- 
nomenons in  a more  global  sense  and  look 
for  multi-causes,  not  one  cause.  Our  ex- 
planations should  have  a continuous  rather 


than  a discreet  character.  Nature  and  its 
effects  are  continuous,  not  discreet. 
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Cytomegalovirus  Inclusion  Disease 
(CID)  : The  Cytomegalovirus 

The  cytomegalovirus  (CMV),  also 
known  as  "salivary  gland  viruses”,  are  a 
group  of  highly  host-specific  agents  infect- 
ing man,  monkeys  and  various  rodents.  The 
human  representative  has  been  referred  to 
as  "cytomegalic  inclusion  disease  virus”. 
More  recently,  the  term  "cytomegalovirus” 
has  been  proposed  as  a group  designation 
and  viral  taxonomists  have  suggested  its 
incorporation  into  the  Herpes  group  of 
DNA  viruses. 

Transplacental  infection  of  the  fetus  may 
cause  death  in  ntero  or  may  produce  the 
clinical  picture  of  cytomegalic  inclusion 
disease  (CID)  at  birth  or  in  the  postnatal 
period.  Frequently,  this  infection  results 
in  a systemic  disease  involving  the  liver, 
kidneys,  intestines,  lungs,  brain  and  blood- 
forming  organs.  In  some  cases,  the  virus 
may  have  an  exclusively  neurotropic  effect 
on  the  fetus.  In  these  cases,  mental  subnor- 
mality, microcephaly  and  motor  changes  of 
a spastic  type  may  be  present  without  the 
classical  extraneural  signs  of  CID.  It  has 
been  shown  that  retarded  children  with  re- 
duced head  circumferences  had  cytomegal- 
ovirus complement-fixing  (CF)  antibody 
eleven  times  more  than  normocephalic  con- 
trol children.  The  full  implication  of  this 
finding  in  the  etiology  of  mental  subnormal- 
ity has  yet  to  be  determined  but  suggests 
that  fetal  cytomegalovirus  encephalitis  may 
be  more  commonly  implicated  in  the  devel- 
opment of  brain  damage  than  is  presently 
recognized.  A small  proportion  of  cases 
shows  chorioretinitis,  optic  atrophy,  peri- 
ventricular cerebral  calcification,  deafness 
and  blindness.  Cytomegalovirus  can  be  re- 
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covered  from  the  urine  of  the  mothers  of 
cytomegalic  babies  and  morphologic  evi- 
dence of  placental  involvement  has  been 
described.  This  suggests  that  congenital 
infection  could  reflect  a recent  primary 
contact  of  the  mother  with  the  virus. 

Infection  after  birth,  particularly  after 
infancy,  is  likely  to  be  inapparent  but  may 
be  associated  with  asymptomatic  enlarge- 
ment of  the  liver  and  with  abnormal  liver 
function  tests.  Illness  generally  is  manifest 
only  in  patients  who  for  a variety  of  reasons 
have  depressed  host  defenses.  Patients  with 
leukemia  or  those  on  immunosuppressive 
therapy  for  organ  transplantation  have  been 
found  to  have  clinically  apparent  cyto- 
megalovirus infection  which  usually  is  pul- 
monary. It  is  not  known  whether  these 
individuals  had  either  a primary  infection 
or  a reactivation  of  latent  virus  acquired 
months  or  years  earlier. 

Cytomegaloviruses  are  widely  distributed 
and  subclinical  infections  are  common.  At 
necropsies  of  infants  older  than  three  months, 
whose  deaths  have  been  caused  by  various 
diseases,  from  eight  to  32  per  cent  show 
morphologic  evidence  of  cytomegalovirus 
infection  in  the  salivary  glands  representing 
a postnatal  acquisition  of  the  virus. 

Cytomegalovirus  is  excreted  in  the  saliva 
and  urine  and  is  most  probably  transmitted 
via  direct  contact  with  actively  infected 
individuals.  Because  the  virus  is  exceedingly 
labile,  intimate  contact  is  probably  required 
for  transmission  of  the  infection.  It  has 
been  found  that  once  viruria  can  be  dem- 
onstrated in  a child,  virus  isolation  is  pos- 
sible from  as  much  as  28  per  cent  of  siblings 
and  playmates.  It  is  perhaps  to  be  expected 
that  under  the  conditions  of  crowding,  poor 
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hygiene  and  substandard  communal  living 
that  infection  would  be  more  readily  trans- 
mitted and  acquired  early.  Of  greater  im- 
portance is  the  significance  of  this  observa- 
tion in  terms  of  morbidity  in  such  popula- 
tions. In  the  general  population,  serologic 
evidence  of  infection  increases  with  age  to 
an  incidence  of  80  per  cent  in  those  over 
3 5 years  old. 

There  are  three  major  approaches  for  the 
laboratory  diagnosis  of  cytomegalovirus 
infections: 

1)  Morphological:  Consisting  of  (a)  his- 
topathological  procedures  for  the 
demonstration  of  the  pathognomonic 
cytomegalic  cells  in  tissues  removed 
surgically  or  at  autopsy  and  (b)  ex- 
foliative cytological  procedures  for 
the  detection  of  characteristically  en- 
larged cells  with  prominent  intranu- 
clear inclusions  in  the  urine,  saliva  or 
gastric  washings  of  infected  individ- 
uals. Failure  to  find  specific  changes 
in  histopathologic  sections  does  not 
rule  out  cytomegalovirus  infection. 
The  success  of  the  latter  depends  on 
the  time  of  storage  and  the  number 
of  specimens  collected  because,  for 
example,  the  specific  cytomegalic 
cells  deteriorate  rapidly  in  urine  and 
their  excretion  by  the  infected  indi- 
vidual may  be  intermittent;  further, 
virus  may  be  isolated  from  urine  spe- 
cimens that  are  cytologically  nega- 
tive. The  sensitivity  of  exfoliative 
cytological  procedures  can  be  as  low 
as  50  per  cent. 

2)  Virus  Isolation:  The  virus  can  be 
isolated  in  cultures  of  human  fibro- 
blastic or  myometrial  cells  from  urine, 
saliva,  tears,  aqueous  humor,  adenoidal 
tissue  and  biopsies  of  liver,  as  well  as 
from  various  tissues  obtained  post- 
mortem. In  view  of  the  relative  insta- 
bility of  the  cytomegaloviruses  in  the 
frozen  state,  it  is  desirable  that  speci- 
mens be  processed  with  a minimum 


of  delay  after  collection  and  that 
urine,  in  particular,  be  kept  at  4 C 
rather  than  at  lower  temperatures.  For 
the  recovery  of  virus  from  saliva, 
material  is  collected  by  rubbing  a 
sterile  dry  cotton  swab  vigorously 
over  the  buccal  mucosa  in  the  region 
of  the  orifices  of  Stensen’s  and  Whar- 
ton’s ducts,  and  then  immediately 
rinsing  the  swab  in  a vial  or  tube  con- 
taining 1-2  ml  of  tissue  culture  me- 
dium. Because  of  the  unsuccessful 
use  of  cells  other  than  those  of  human 
origin  for  isolation  of  the  human  cy- 
tomegaloviruses, as  well  as  the  lack 
of  susceptibility  of  embryonated  eggs 
or  animals,  the  advantage  of  tissue 
culture  methods  is  not  as  great  as  that 
found  for  other  viruses.  Furthermore, 
when  virus  is  isolated  from  fluids  or 
tissues  containing  minimal  infectious 
material,  the  initial  cytopathic 
changes  may  not  appear  for  one 
month  or  longer,  and  the  process  may 
then  progress  slowly  for  weeks  or 
months. 

3)  Serological:  These  procedures  cur- 
rently are  of  limited  diagnostic  value. 
The  degree  of  antigenic  heterogeneity 
in  the  cytomegalovirus  group  remains 
to  be  delineated  and  it  is  not  clear 
whether  distinct  serotypes  exist  or 
whether  observed  differences  indicate 
merely  a variable  distribution  of  an- 
tigens held  in  common.  Inability  to 
prepare  reference  sera  in  animals  nec- 
essitates the  use  of  human  sera  which 
may  or  may  not  reflect  the  conse- 
quences of  exposure  to  a single  mem- 
ber of  the  virus  group.  The  variable 
stability  of  frozen  pools  of  titered 
virus  required  for  critical  neutraliza- 
tion tests  presents  a serious  problem. 
While  a positive  CF  reaction  appears 
to  indicate  past  infection  with  a cy- 
tomegalovirus, the  diagnostic  useful- 
ness of  the  CF  test  has  been  extremely 
limited.  Sera  of  mothers  of  babies 
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with  CID  have  shown  no  consistent 
pattern  of  CF  reaction;  many  have 
high  while  others  have  low  titers,  and 
the  antibody  patterns  are  not  clearly 
different  from  those  of  other  persons 
in  the  same  age  group.  In  a study  of 
serial  specimens  of  serum  from  adults 
with  malignant  disease  who  demon- 
strated visceral  involvement  with 
cytomegalovirus  at  autopsy,  there  was 
again  no  consistent  serological  pattern. 

In  summary,  the  introduction  of  exfolia- 
tive cytologic  procedures  for  the  demon- 
stration of  the  pathognomonic  cells  of  CID 
first  provided  a diagnostic  procedure  ap- 
plicable during  life  in  human  cases.  Isola- 
tion and  human  propagation  in  vitro  of  the 
viruses  accomplished  by  several  workers 


have  permitted  use  of  classical  viral  diag- 
nostic technics  in  the  study  of  human  in- 
fections. Correlation  of  results  from  these 
methods  with  those  from  serological  pro- 
cedures could  provide  a much  more  valuable 
assistance  in  the  diagnosis  of  CID  than  re- 
sults from  a single  type  of  approach  alone. 
Yet,  application  of  these  technics  has  re- 
vealed an  unusual  pattern  of  host-parasite 
relationships  which  suggests  caution  when 
interpreting  the  significance  of  isolates  or 
of  serological  studies.  Furthermore,  evidence 
indicates  that  the  strains  of  virus  recovered 
from  man  show  antigenic  heterogeneity  and 
should  be  considered  as  a group  of  closely 
related  viruses. 

Division  of  Clinical  Pathology 
Medical  College  of  Virginia 
Richmond , Virginia 


Highway  Deaths 


In  1962  highway  deaths  topped  the 

40.000  mark.  Three  years  later  the  figure 
was  48,500  and  in  1966  America’s  highways 
were  stained  with  the  blood  of  52,5  00  per- 
sons. 

The  skyrocketing  figures  paused — even 
dropped  a bit  in  1967.  The  year-end  toll 
stood  at  52,200,  according  to  the  highway 
accident  booklet  released  annually  by  The 
Travelers  Insurance  Companies. 

Tragedy  did  not  stop  with  the  deaths,  but 
added  3,840,000  persons  to  the  1962  injured 
list.  4,400,000  were  injured  in  1966  and 

4.200.000  in  1967  — a reduction  of  some 

200,000. 

"The  record  of  1967  gives  us  the  first 
appreciable  improvement  in  this  respect  that 
has  taken  place  in  more  than  a decade.  The 
satisfaction  this  gives  must  be  qualified, 
however,  for  it  will  require  many  more  years 


of  consistent  betterment  before  we  can 
claim  any  genuine  progress  toward  the  con- 
quest of  a stubborn  and  tragic  problem.” 

Adverse  weather  was  not  an  important 
contributing  factor  in  1962  or  1967.  Rec- 
ords show  that  last  year  some  80  percent  of 
the  fatal  crashes  occurred  on  clear  days  and 
dry  roads.  The  remaining  20  percent  oc- 
curred in  fog,  rain  and  snowy  weather. 

Excessive  speed  continues  to  hold  top  spot 
in  the  list  of  accident  causes,  with  reckless 
driving  and  driving  on  the  wrong  side  of  the 
road  taking  second  and  third  places  respec- 
tively. Pedestrians  were  at  fault  in  many  of 
the  fatal  accidents,  with  crossing  between 
intersections  being  the  top  killer. 

Youthful  drivers  hold  the  greatest  re- 
sponsibility on  the  highway  death  list.  Al- 
most one  third  of  the  drivers  involved  in 
fatal  accidents  were  under  2 5 years  of  age. 
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Public  Health 


• • • 


The  State  Laboratory  Building 

Groundwork  was  broken  in  March  for 
the  construction  of  a consolidated  State 
Laboratory  Building  in  Richmond.  It  will 
be  located  on  a site  just  east  of  14th  Street, 
between  Main  and  Franklin  Streets. 

This  six  floor,  concrete  building,  with 
approximately  200,000  square  feet  of  usable 
floor  space  is  scheduled  for  completion  in 
the  spring  of  1970  at  a cost  of  more  than 
$6,000,000.  Funds  for  the  construction  of 
the  building  and  the  purchase  and  installa- 
tion of  the  built-in  equipment  will  be  bor- 
rowed from  the  State  Retirement  System. 
They  will  be  repaid,  with  interest,  over  a 
period  of  years  by  appropriations  in  state 
general  fund  budgets. 

The  building  will  be  occupied  by  the  lab- 
oratories of  the  Department  of  Health  and 
the  Department  of  Agriculture  and  Com- 
merce now  widely  scattered  in  inadequate 
and  crowded  quarters  in  the  vicinity  of  the 
Capitol  Square. 
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State  Health  Commissioner  of  Virginia 

Many  economic  and  scientific  advantages 
should  result  from  bringing  together  under 
one  roof,  in  this  modern  facility,  the  equip- 
ment and  the  highly  skilled  and  trained  per- 
sonnel of  the  bacteriological,  viral,  serology, 
industrial  hygiene,  and  radiological  labora- 
tories of  the  Health  Department;  the  toxi- 
cology and  related  laboratories  of  the  Chief 
Medical  Examiner  System;  and,  in  the  var- 
ious chemical,  drug-food,  and  veterinary 
laboratories  of  the  Department  of  Agricul- 
ture and  Commerce. 

The  public  health  laboratory  section  fea- 
tures a training  area  designed  and  equipped 
for  the  bench-training  of  18  students  in 
serology,  virology,  parasitology,  bacteriol- 
ogy, F.A.  methods,  and  related  fields.  The 
utilization  of  this  training  facility  for  pre- 
senting refresher  courses  to  personnel  from 
other  laboratories  in  these  fields  of  particu- 
lar interest  to  the  public  health  laboratory 
will  contribute  to  the  laboratory  improve- 
ment effort,  which  will  ensure  greater  ac- 
curacy and  reliability  in  test  results. 


Architect’s  sketch  by  Hayes,  Seay,  Mattern  & Mattern,  Roanoke,  Virginia 
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Womans  Auxiliary 


Your  Report  to  National — 

You  did  it,  your  president  had  the  pleas- 
ure of  telling  about  it  and  we  hope  you  will 
read  it  with  pride. 

"Take  a Treat,  Not  a Treatment — A 
Treat  in  Service  to  Others,  Not  a Treat- 
ment from  Others ” was  our  theme  in  Vir- 
ginia this  year  of  1967-68.  And  we  have 
many  treats  to  share  with  you,  some  old, 
some  new,  and  please  remember — our  year 
isn’t  through! 

rrThc  Package  Deal”  was  the  title  of  our 
Post  Convention  Workshop  in  October,  fea- 
turing the  "AMA-ERF  Package”  with  Mrs. 
Wilson  Smith  (Eastern  Regional  Chairman) 
and  Mrs.  Bruce  Martin  (award  winning 
chairman  from  our  neighboring  West  Vir- 
ginia). The  Deans  of  our  two  Medical 
Schools  also  spoke  on  the  AMA-ERF  funds 
received  by  them.  The  "Health  Careers 
Package”  was  presented  by  our  own  Mrs. 
George  Kelly  (Eastern  Regional  Chairman) . 
The  "WA/SAMA  Package”  included  Mrs. 
James  F.  Rothermel  (National  WA/SAMA 
Pres.-elect)  and  Mrs.  Paul  Rauschenbach 
(National  Liaison  to  WA/SAMA). 

The  Midyear  Board  Meeting  and  Work- 
shop was  held  in  Richmond  on  March  28th 
where  "The  Package  Deal  Continued”  was 
the  title.  The  VaMPAC-AMPAC  story  was 
told  by  Mrs.  Frank  Gastineau  (National 
Past  President  and  AMPAC  Board  mem- 
ber). AMA-ERF  was  again  represented  by 
Mrs.  Wilson  Smith  and  our  State  Commu- 
nity Health  Chairman  reported  on  the  new 
"Mobile  Meals”  project  in  Richmond. 

Within  the  organizational  framework  of 
stimulus  just  described,  we  are  working  to- 
ward our  two  central  goals:  Increased  In- 
volvement and  Increased  Communication. 

Increased  Involvement  is  evidenced 
throughout  our  Commonwealth  with  our 
twenty  four  county  auxiliaries  reaching 
out  to  assist  other  health  oriented  organiza- 


tions and  also  seeking  the  assistance  of  oth- 
ers in  pet  auxiliary  projects.  For  example, 
the  Richmond  Auxiliary  is  participating  in 
the  new  "Mobile  Meals”  program  sponsored 
by  the  Richmond  Council  of  Women’s  Or- 
ganizations, the  idea  having  been  originally 
introduced  by  the  auxiliary. 

State-level  Increased  Involvement  is  wit- 
nessed by  the  organization  last  September 
of  our  first  WA/SAMA,  the  Sally  Tomp- 
kins Chapter  in  Richmond.  With  excellent 
state  and  local  liaison  and  relatively  heavy 
financial  support,  this  chapter  has  rapidly 
grown  to  be  the  largest  in  our  nation.  We 
have  four  sustaining  memberships  in  Na- 
tional WA/SAMA,  four  state  WA/SAMA 
sustaining  counties  and  twenty  four  state 
sustaining  members  or  sponsors. 

Liaison  with  Virginia  Council  on  Health 
and  Medical  Care,  Virginia  Council  of  Leg- 
islative Chairmen,  Virginia  Nurses’  Associa- 
tion, Virginia  Hospital  Association  and  the 
Deans  of  our  Medical  Schools  has  been 
evidenced  by  a study  on  Health  Careers. 
This  led  to  the  recommendation  by  our 
Medical  Advisory  Council  and  our  Board 
that  a statewide  Health  Careers  Day  be 
scheduled  at  both  medical  schools  next 
Spring  under  our  sponsorship.  Our  Medical 
Society  has  purchased  the  film  Horizons 
Unlimited  for  our  use  next  Fall.  Total 
amount  offered  in  scholarships,  loans  and 
grants  in  aid  is  $12,213.00  (combined  local 
and  state) . 

A further  example  of  Increased  Involve- 
ment was  my  participation  in  a three  day 
conference  entitled  "Future  Patterns  of 
Health  Care”  instigated  by  the  Governor’s 
Council  on  Nursing,  the  recommendations 
to  be  published  this  Fall. 

Our  newest  project  is  that  of  furnishing 
"Belroi”,  the  birthplace  of  Dr.  Walter  Reed, 
just  outside  Gloucester.  This  establishes  our 
involvement  with  the  Association  for  Pres- 
ervation of  Virginia  Antiquities,  which  has 
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voted  to  accept  this  "landmark  of  American 
Medicine”  from  The  Medical  Society  of 
Virginia  for  perpetual  custodial  care. 

A substantial  increase  in  our  AMA-ERF 
contribution,  reaching  our  assigned  goal  of 
$5,000  for  the  first  time,  further  marks  our 
Increased  Involvement. 

Increased  Communications  has  been  en- 
gendered by  our  involvement  and  further 
broadened  by  the  publication  of  our  first 
Newsletter  to  the  entire  membership  while 
maintaining  our  auxiliary  section  each 
month  in  the  Virginia  Medical  Monthly. 

A new  Chairmanship,  that  of  Arts,  has 
increased  our  communications  through  dy- 
namic visual  aids  including  the  designing 
of  "Our  Family  Tree”,  a composite  picture 
of  the  growth  and  development  of  the  Vir- 
ginia Auxiliary. 

Report  forms  were  instigated  this  year 
on  the  state  level  to  streamline  and  improve 
our  communications  within  and  without. 
We  believe  that  a better  and  more  accurate- 
ly informed  member  tells  the  auxiliary  story 
more  effectively. 

A system  of  awards  has  been  established 
to  "speak  louder  than  words”  for  auxiliary 
projects.  The  first  Awards  Funcheon  will 
be  held  at  our  state  convention  in  October. 

Thus  we  are  striving  towards  our  goals 
and  are  most  appreciative  of  our  regional 
and  national  leaders.  They  have  led  us, 
pushed  us,  pulled  us  and  cajoled  us  into 
" Taking  a Treat  in  Service  to  Others ”! 

Mrs.  Daniel  Anderson,  President 

In  addition  to  our  President,  Mrs.  Daniel 
Anderson,  Virginia  was  ably  represented  in 
San  Francisco  by  the  following  delegates: 
Mrs.  M.  Pinson  Neal,  Jr.  of  Richmond,  who 
served  as  Chairman  of  Delegates,  Mrs.  Allen 
Barker  of  Roanoke,  Mrs.  Harry  Bates,  Jr. 
also  of  Roanoke,  Mrs.  Robert  D.  Keeling  our 
President-Elect  of  South  Hill  and  Mrs.  W. 


Nash  Thompson  of  Stuart.  The  alternates 
were  Mrs.  Finwood  Ball  of  Richmond,  Mrs. 
George  Kelly  of  Pulaski  and  Mrs.  Gervas 
S.  Taylor,  Jr.,  of  Norfolk. 

“Going,  going,  gone!” — cried  the  auc- 
tioneer in  Wytheville  at  "The  Old  Rock 
House”  on  May  15  th.  Thus  was  noted  the 
purchase  of  the  first  furnishings  for  "Bel- 
roi”,  the  birthplace  of  Dr.  Walter  Reed,  by 
the  Woman’s  Auxiliary  to  The  Medical  So- 
ciety of  Virginia.  Mrs.  Carl  Stark  of 
Wytheville  was  the  bidder  with  authoriza- 
tion from  Mrs.  Robert  Brown  of  Gloucester, 
Chairman  of  the  Walter  Reed  Committee, 
and  your  president.  Mrs.  Nash  Thompson 
(member  of  The  Walter  Reed  Committee) 
and  Mrs.  Stark  had  visited  the  home  prior 
to  the  sale,  made  drawings  of  the  articles 
they  thought  needed  and  difficult  to  obtain. 
With  Mrs.  Brown’s  nod  of  approval,  several 
iron  fireplace  pieces  were  purchased.  As 
the  auction  drew  to  a close  and  everyone 
was  warm  and  worn,  Dr.  Stark  purchased 
the  last  article  of  the  sale,  three  closed  car- 
tons, contents  unknown.  On  returning 
home,  he  opened  the  "pigs  in  the  poke”  to 
find  many  books  published  between  1840 
and  1880,  quite  a few  that  would  be  ex- 
pected to  be  in  the  temporary  manse  of 
Walter  Reed’s  birth.  These  Dr.  Stark  will 
donate  to  the  Committee.  It  was  a grand 
day  for  "Belroi”  and  for  our  newest  Aux- 
iliary project! 

Over  the  top  for  AMA-ERF  . . . For  the 

first  time  our  State  has  reached  its  assigned 
goal  of  $5,000.  We  salute  our  chairman, 
Mrs.  Walter  Fitzgerald  of  Danville.  South- 
western Auxiliary  and  Medical  Society, 
meeting  on  May  30th  and  31st,  supplied  the 
missing  $53  5.00  to  reach  our  goal.  We  are 
indeed  grateful  to  these  two  organizations 
and  to  their  leaders,  Mrs.  Rawl  E.  Montero 
and  Dr.  Carl  Stark.  Thanks  to  each  of  you 
who  helped  raise  over  $1,500  the  last  three 
weeks  before  meeting  our  deadline  on  May 
31st. 
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Editorial . . . . 


Norfolk  and  Medicine 

WITH  THE  ADVENT  of  an  issue  of  the  Virginia  Medical  Monthly 
prepared  by  physicians  from  the  Norfolk  Medical  Center,  it  would 
seem  appropriate  to  recount  the  plans  and  progress  for  a third  medical 
school  in  our  State  to  be  located  in  Tidewater  Virginia. 

Long  a sleeping  giant,  the  area  of  Hampton  Roads  has  begun  to  stir 
and,  with  one-fourth  of  the  State’s  population  in  our  immediate  area, 
possesses  one  asset  in  planning  not  matched  elsewhere.  We  represent  the 
largest  metropolitan  population  area  in  the  United  States  without  a med- 
ical school. 

Norfolk  of  the  past  was  a slum-filled,  blight-choked  city.  Our  civic 
leaders  recognizing  this  and  demanding  a change  initiated  a redevelop- 
ment and  housing  program  which  was  the  first  in  our  nation.  Thousands 
of  below-standard  dwellings  and  commercial  buildings  were  razed  and 
thousands  of  families  were  helped  to  find  new  and  better  facilities.  New 
business  ventures  entered  our  redeveloped  areas,  stimulating  a money  flow 
to  the  Tidewater  area  estimated  at  millions  of  dollars. 

In  the  center  of  fifty  acres  of  redeveloped  land  stands  Norfolk  Gen- 
eral Hospital  with  an  annual  budget  of  twelve  million  dollars  and  a full 
internship  program  with  accredited  residency  programs  in  surgery,  medi- 
cine, obstetrics  and  gynecology,  general  practice,  radiology,  pathology, 
plastic  surgery  and  urology.  It  has  an  accredited  school  of  nursing,  a 
school  of  practical  nursing,  as  well  as  schools  of  medical  technology,  x-ray 
technology  and  operating  room  technology.  Physically  connected  to 
Norfolk  General  Hospital  is  the  King’s  Daughters  Children’s  Hospital 
with  100  beds  which  offers  an  accredited  residency  in  pediatrics.  Also  in 
this  Center  is  the  Medical  Tower  building,  a privately  owned  office  build- 
ing for  approximately  100  doctors  which  also  houses  the  Medical  Society 
Library.  Immediately  adjacent  is  the  Public  Health  Department  build- 
ing, housing  the  central  office  of  the  Public  Health  Department,  and  the 
Rehabilitation  Institute,  furnishing  services  necessary  in  the  rehabilitation 
of  children  and  adults  handicapped  by  industrial  accident,  disease  or  birth 
defects.  A comprehensive  mental  health  center  is  scheduled  to  begin 
construction  in  the  Center  soon.  Other  hospitals  in  the  Tidewater  area 
offer  commendable  examples  of  community  service.  DePaul,  Leigh  Me- 
morial and  Community  Hospitals  in  Norfolk  have  all  recently  expanded 
and  are  considering  greater  building  programs  at  the  present  time.  Hos- 
pitals in  Virginia  Beach,  Portsmouth,  Newport  News,  Hampton  and 
Suffolk  are  all  proud  institutions  which  supply  service  on  a par  with 
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EXISTING  FACILITIES 

1.  Norfolk  General  Hospital 

2.  Kings  Daughters  Children's  Hospital 

3.  Medical  Tower  (Physicians'  Offices) 

4.  Public  Health  Department 

5.  Tidewater  Rehabilitation  Institute 

6.  Student  Nurses'  Residence 

7.  Interns'  and  Residents'  Apartments 

8.  Comprehensive  Mental  Health  Center 


PLANNED  FACILITIES 

9.  University  Hospital 

10.  Basic  Science  Buildings 

11.  Clinical  Science  Building 

12.  Medical  Library 


Existing  Facilities 


Personnel  Housing  for  Students, 
Interns,  Residents,  Nursing  and 
Technical  Personnel  and  Their 
Families . 


13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

RP 

III 


State  Health  Department 
Regional  Laboratories  and  Offices 
Second  Medical  Tower 
Norfolk  General  Hospital 
Expansion 

Norfolk  General  Hospital 
Expansion  (Self-Care  Section) 

Eye,  Ear,  Nose,  Throat 
Hospital 

Extended  Care  Facilities 

Specialty  Units 

Kings  Daughters  Children's 

Hospital  Expansion 

Mental  Health  Expansion 

Tidewater  Rehabilitation 

Institute  Expansion 

Ramp  Parking  (Multiple  Locations) 

Preparing  for  Construction 


Corollary  Research  and  Health 
Services  Including  Voluntary 
and  Governmental  Agencies. 


~j  Planned  Facilities 
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medicine  anywhere  in  our  country.  Governmental  institutions  in  our  area 
are  equally  impressive  and  have  indicated  a desire  to  participate  in  a 
medical  school  environment.  Hospitals  and  physicians  on  the  Eastern 
Shore,  in  Franklin,  Emporia  and  even  in  eastern  North  Carolina  all  fre- 
quently communicate  and  work  together  to  supply  medical  care  to  this 
large  area  of  the  eastern  United  States. 

A new  concept  of  a community  medical  college  has  recently  been 
discussed  at  major  medical  educational  meetings.  This  concept  contains 
the  idea  that  a medical  school  no  longer  exists  just  to  train  new  doctors, 
but  also  has  an  equal  obligation  to  supply  service  and  post  graduate  edu- 
cation to  all  practicing  physicians  within  the  sphere  of  the  school.  This 
new  type  of  school  should  make  all  local  community  hospitals  who  desire 
to  participate  a part  of  the  school  itself,  using  local  hospitals  for  students, 
interns,  residents  and  instructors  to  create  a progressive  educational  en- 
vironment wherever  desired.  That  there  now  exists  a lack  of  adequate 
Virginia  trained  interns  and  residents  in  all  hospitals  in  our  State,  outside 
our  two  schools,  needs  hardly  to  be  repeated. 

In  1964  the  Virginia  State  Legislature  endorsed  the  findings  of  the 
Virginia  State  Council  on  Higher  Education  who  reported  that  a medical 
school  center  complex  was  necessary  in  the  coastal  region  to  ( 1 ) keep 
pace  with  the  population  growth,  (2)  increase  Virginia’s  supply  of 
physicians  (now  18%  below  the  national  average)  and  (3)  reduce  the 
dependence  of  the  state  on  graduates  of  foreign  medical  schools  (now 
providing  a high  percentage  of  Virginia  licenciates  annually).  In  1964, 
the  Legislature  established  a Medical  Center  Authority  to  pursue  plans 
for  the  proposed  teaching  institute  and  medical  complex. 

Widespread  civic,  governmental  and  local  medical  society  support  has 
been  obtained.  Planning  and  consultation  on  local,  state  and  national 
levels  has  been  active.  An  architectural  site  plan  and  program  planning 
has  been  developed  in  cooperation  with  representatives  of  the  American 
Medical  Association,  of  the  Association  of  American  Medical  Colleges  and 
assisted  by  the  deans  of  Virginia’s  two  existing  schools.  A rehabilitation 
institute,  cardiopulmonary  laboratory,  a cardiovascular  surgery  program, 
a research  institute  and  a comprehensive  mental  health  center  have  been 
started  under  the  auspices  of  this  program.  Local  academic  programs  in 
basic  sciences  are  developing  at  a graduate  level  and  will  complement 
the  medical  school  activity  appropriately. 

What  is  needed?  The  answer  is  simple:  money.  Although  our  hospitals 
now  provide  for  indigent  and  clinic  care  for  one-fourth  of  the  State’s 
population,  a capacity  for  deficit  financing  of  a school  of  medicine  so 
that  adequate  finanical  assistance  can  be  assured  is  essential.  Efforts  to 
assemble  endowment  commitments  sufficient  to  provide  this  support  are 
being  actively  pursued  by  local  business  leadership.  The  construction  of 
a basic  science  building,  a clinical  science  building,  a teaching  hospital 
with  400  new  teaching  hospital  beds  will  then  occur  immediately.  The 
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search  for  financing  these  facilities  is  now  under  way,  and  once  the  money 
is  unquestionably  available,  a new  medical  school  center  complex  for 
eastern  Virginia  will  surely  arise. 

We  in  Virginia  can  be  proud  of  our  heritage  in  medicine;  however, 
past  accomplishments  will  not  be  sufficient  for  the  busy  tomorrow  that 
now  faces  the  health  services  field.  We  must  continue  to  advance  every- 
where in  all  medical  fields.  Cooperation  during  change  is  essential.  The 
doctors  of  Tidewater  Virginia,  looking  ahead  with  eager  enthusiasm  for 
tomorrow,  ask  the  support,  suggestions,  friendly  criticism  and  coopera- 
tion of  medicine  throughout  the  State. 


Charles  E.  Horton,  M.D. 


Norfolk  Postscript 

THIS  ISSUE  of  the  Virginia  Medical  Monthly  is  devoted  to  Norfolk 
medicine  with  the  exception  of  the  usual  brief  special  items  that 
appear  each  month  in  the  pages  of  the  journal.  Dr.  Charles  E.  Horton, 
of  Norfolk,  the  most  recent  appointee  to  the  Editorial  Board,  fathered 
the  idea,  collected  the  articles  and  arranged  this  issue  of  the  VMM. 

To  the  knowledge  of  the  Editor,  this  is  the  first  instance  of  a city 
furnishing  all  of  the  material  for  a complete  issue  of  the  journal.  Dr. 
Horton  has  done  exceedingly  well  in  bringing  all  this  data  together.  The 
excellent  Clinical  Pathological  Conference  was  most  welcome  to  the  read- 
ers of  the  journal,  and  it  doubtless  took  the  pressure  off  the  medical 
schools  that  find  the  month-in-and-month-out  preparation  of  a worth- 
while CPC  a burdensome  chore  at  times. 

It  is  generally  known  that  Norfolk  hopes  to  be  the  home  of  a new 
medical  school  in  Virginia.  This  issue  emphasizes  the  need  that  exists  in 
Tidewater  and  the  outstanding  facilities  and  clinical  material  that  Nor- 
folk has  to  offer.  Meanwhile,  an  annual  Norfolk  issue  would  be  a most 
acceptable  feature  in  the  Virginia  Medical  Monthly. 


H.  J.  W. 
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News  . . . 


Calendar  of  Events 


Medical  Aspects  of  Sports — Sponsored  jointly  by  The  Medical  Society  of  Virginia 
and  Virginia  High  School  League — University  Hall — Charlottesville — July  21, 
1968. 

Health  Executives  Workshop — Sponsored  by  Virginia  Council  on  Health  and 
Medical  Care — Hotel  Roanoke — August  28-30,  1968. 

Annual  Cardiovascular  Symposium — Sponsored  by  Tidewater  Heart  Association 
and  Council  on  Clinical  Cardiology,  American  Heart  Association — Lake  Wright 
Motel,  Virginia  Beach — September  6-7,  1968. 

National  Cancer  Conference — Sponsored  by  the  American  Cancer  Society  and 
National  Cancer  Institute — Denver-Hilton  Hotel — Denver,  Colorado — Septem- 
ber 18-20,  1968. 

The  Child  and  Mental  Health — Conference  sponsored  by  the  Virginia  Council 
on  Health  and  Medical  Care  in  cooperation  with  the  Nemours  Foundation — 
Hotel  Roanoke — October  2-3,  1968. 

National  Congress  on  Health  Quackery — Drake  Hotel — Chicago — October 
2-3,  1968. 

International  Congress  on  Diseases  of  the  Chest — Washington-Hilton  Hotel 
— Washington,  D.  C. — October  4-8,  1968. 

Annual  Seminar — Sponsored  by  Bluefield  Sanitarium — Bluefield,  West  Virginia — 
October  10,  1968. 

The  Medical  Society  of  Virginia — Annual  Meeting — Hotel  Roanoke — October 
13-16,  1968. 

Annual  McGuire  Lecture  Series — The  Medical  College  of  Virginia — Richmond 
— October  31 -November  1,  1968. 

Virginia  Rehabilitation  Association — Annual  Meeting — Williamsburg  Lodge — 
Williamsburg — November  3,  1968. 

Southern  Medical  Association — Annual  Meeting — New  Orleans,  Louisiana — 
November  18-21,  1968. 


New  Members. 

The  following  physicians  were  received 
into  membership  of  The  Medical  Society  of 
Virginia  during  the  month  of  May: 

Gerald  Wesley  Atkinson,  M.D., 
Richmond 

William  Henry  Atwill,  M.D.,  Richmond 
Fred  Stone  Booth,  M.D.,  Norton 


William  Daniel  Deep,  M.D.,  Richmond 
Otis  William  Doss,  Jr.,  M.D., 
Nassawadox 

Leo  James  Dunn,  M.D.,  Richmond 
Michael  Clement  Hall,  M.D.,  Richmond 
James  Spencer  Henry,  M.D.,  Wise 
Samuel  Gilmer  Ketron,  Jr.,  M.D., 
Lebanon 
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Madeleine  Elizabeth  Morey,  M.D., 
Charlottesville 

James  Fendall  Parkinson,  Jr.,  M.D., 
Chester 

Albert  Henry  Powell,  Jr.,  M.D.,  Norfolk 
William  Regelson,  M.D.,  Richmond 
Sidney  Rouse  Sewell,  M.D.,  Wise 
Leonell  Clarence  Strong,  Jr.,  M.D., 
Norton 

Gerald  Reece  Summers,  M.D.,  Richmond 
John  Mills  Turner,  III,  M.D.,  Farmville 
Albert  Theodore  Ventzek,  M.D., 
Woodbridge 

Wise  County  Medical  Society. 

Dr.  Frederick  Maphis,  Wise,  has  been 
elected  president  of  this  Society.  Drs.  A. 
Haskel  Bond,  Norton,  George  Sutherland, 
Big  Stone  Gap,  and  Feonell  C.  Strong,  Nor- 
ton, are  vice-presidents,  and  Dr.  Joseph  M. 
Straughan,  Wise,  secretary-treasurer. 

Virginia  Surgical  Society. 

Officers  for  this  Society  for  the  year  1968- 
9 are:  president,  Dr.  Yale  H.  Zimberg, 
Richmond;  vice-president,  Dr.  George  Mi- 
nor, Charlottesville;  secretary,  Dr.  J.  Shel- 
ton Horsely,  III,  Charlottesville;  and  treas- 
urer, Dr.  Robert  Keeley,  Roanoke. 

Virginia  Society  of  Ophthalmology  and 
Otolaryngology. 

At  the  annual  meeting,  recently  held  at 
Virginia  Beach,  Dr.  Henry  L.  Bastien,  Ar- 
lington, was  installed  as  president,  succeed- 
ing Dr.  Peter  A.  Wallenborn,  Jr.,  Roanoke. 
Dr.  Cary  N.  Moon,  Charlottesville,  was 
named  president-elect;  Drs.  W.  Conrad 
Stone,  Roanoke,  and  Alvin  Mirmelstein, 
Newport  News,  vice-presidents,  and  Dr. 
Mason  Smith,  Richmond,  re-elected  secre- 
tary-treasurer. 

Tidewater  Academy  of  General  Practice. 

At  the  annual  meeting  of  the  Academy 
held  on  May  28th,  Dr.  Jerome  Pearlman, 
Norfolk,  was  installed  as  president,  succeed- 
ing Dr.  Jerome  Gross,  Virginia  Beach.  Dr. 


Harold  Horden  is  president-elect;  Dr.  Mar- 
tin Ferner,  vice-president;  Dr.  Desmond 
Hayes,  treasurer;  Dr.  Oscar  Diaz,  recording 
secretary;  and  Dr.  George  Cavros,  corre- 
sponding secretary.  Drs.  Feo  Moreno  and 
Jesus  Collazo  are  new  board  members.  All 
officers  are  from  Norfolk. 

Dr.  Charles  A.  Easley, 

Danville,  has  been  presented  the  Out- 
standing Alumnus  Award  by  Hargrave  Mil- 
itary Academy  at  its  annual  homecoming 
program. 

Dr.  W.  Jackson  Helm 

Has  returned  to  Winchester  and  resumed 
the  practice  of  internal  medicine.  He  has 
completed  two  years  of  service  with  the 
Air  Force  and  was  stationed  at  March  Air 
Force  Base  in  California.  Dr.  Helm  served 
as  chief  of  internal  medicine  for  the  807th 
Medical  Group  and  area  consultant  for  all 
Air  Force  Hospitals  in  the  southwest. 

Dr.  James  M.  Moss, 

Alexandria,  has  been  appointed  to  the 
Editorial  Advisory  Board  of  GP.  He  is  also 
a member  of  the  Editorial  Board  of  the 
Virginia  Medical  Monthly. 

Dr.  John  H.  Renner, 

Herndon,  was  the  keynote  speaker  at  the 
Medical  Facilities  Seminar  sponsored  by  the 
Producers’  Council  in  Grand  Rapids,  Mich- 
igan, on  June  6th. 

For  Sale. 

Microwave-Raytheon.  Model  CMD.  Has 
three  changeable  directors  of  heat  elements. 
$100.00  or  best  offer.  F.O.B.  Contact  B.  C. 
Snyder,  M.D.,  820  North  Stafford  Street, 
Arlington,  Va.  22203.  Phone  JA  7-2277. 

( Adv .) 

For  Sale. 

Office  Autoclave.  Dynaclave  American 
Sterilizer  \A/z  inches  length,  12  inches 
width,  13  inches  high.  Volt  110.  Guaran- 
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teed.  Almost  new.  Price  $150.00.  Exam- 
ining Table.  Steel  with  white  enamel  finish 
and  stainless  steel  stirrups.  In  excellent  con- 
dition. Price  $100.00. 

Write  or  phone  William  R.  Garcia,  M.D., 
Covington,  Virginia.  Home  phone  962- 
2496;  office  965-4671.  (Adv.) 

Hospital  Physicians  Wanted. 

The  Medical  Staff,  Board  of  Directors, 
and  Administration  of  Winchester  Memo- 
rial Hospital,  Winchester,  Virginia,  are 


Obituary . . . . 


Dr.  Charles  Watts  Haden, 

Evington,  died  May  19th  after  a long 
illness.  He  was  eighty  years  of  age  and  a 
graduate  of  the  Medical  College  of  Virginia 
in  1912.  Dr.  Haden  had  practiced  in  Camp- 
bell County  for  fifty-five  years.  He  was  a 
steward  and  trustee  of  the  Evington  Method- 
ist Church  and  had  been  superintendent  of 
the  Sunday  School  for  twenty-five  years 
and  teacher  of  the  men’s  class  for  ten  years. 
Dr.  Haden  had  been  a member  of  The  Med- 
cal  Society  of  Virginia  for  fifty-six  years. 

His  wife  survives  him. 

Dr.  William  Robert  Weisiger, 

Richmond,  died  May  6th,  at  the  age  of 
eighty.  He  was  a graduate  of  the  Medical 
College  of  Virgina,  class  of  1909,  and  prac- 
ticed in  Cumberland  before  locating  in 
Richmond.  During  World  War  I,  Dr.  Wei- 
siger served  with  the  McGuire  Hospital 
Unit  and  received  the  Purple  Heart.  After 
the  War  he  spent  four  years  at  the  Manhat- 
tan Eye,  Ear,  Nose  and  Throat  Hospital  and 
then  returned  to  Richmond  where  he  prac- 
ticed his  specialty  until  his  retirement  several 
years  ago.  Dr.  Weisiger  was  a 33  rd  degree 
Mason  and  had  served  as  Grand  Master  of 
Masons  in  Virginia  in  1943.  He  was  a mem- 


agreed to  a plan  of  four  full  time  physicians 
to  be  in  private  general  practice  limited 
strictly  to  the  Emergency  Department  of 
the  Hospital.  Average  work  week  is  forty- 
two  hours.  A generous  guarantee  has  been 
established. 

Four  experienced  physicians  having  a 
Virginia  license  are  needed.  Interested  phy- 
sicians contact  the  Committee  Chairman, 
James  A.  Miller,  M.D.,  Box  5 54,  Winches- 
ter, Virginia.  Telephone  662-0377  (area 
code  703 ) . (Adv.) 


ber  of  Acca  Temple  Shrine  and  had  been 
grand  patron  of  Virginia  for  the  Eastern 
Star,  a royal  patron  of  the  Virginia  Court 
of  Amaranth  and  a supreme  royal  patron 
of  the  national  Amaranth  organization. 

Dr.  Weisiger  had  been  a member  of  The 
Medical  Society  of  Virginia  for  fifty-four 
years. 

Dr.  Frank  Philip  Coleman, 

Richmond,  died  May  20th  after  a long 
illness.  He  was  sixty-two  years  of  age  and 
received  his  degree  from  the  Medical  College 
of  Virginia  in  1931.  He  practiced  general 
and  thoracic  surgery  in  Columbia,  South 
Carolina,  prior  to  serving  in  the  Army  Med- 
ical Corps  in  1942.  Dr.  Coleman  served  at 
a San  Antonio,  Texas,  Hospital  and  later  as 
chief  of  surgery  at  McGuire  VA  Hospital, 
Richmond.  He  was  awarded  the  Bronze  Star 
for  his  service  in  the  European  theater  of 
operations  where  he  served  as  chief  of  sur- 
gery of  the  145th  Evacuation  Hospital.  Dr. 
Coleman  returned  to  Richmond  where  he 
became  associate  professor  of  surgery  at  the 
Medical  College  of  Virginia.  He  was  elected 
chief  of  staff  at  Richmond  Memorial  Hos- 
pital in  1965.  He  gave  up  this  post  a year 
later  because  of  failing  health.  Dr.  Coleman 
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.et’s  be  specific  about  Campbell’s  Soups... 

and  /ux/aci/w  (fall 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


burning 


itching 


discharge 


of  trichomonal  vaginitis... 


metronidazole 


tablets/ inserts 


brings 

•clinical  cures 
• microscopic  cures 
•culture  cures 


For  the  most  widespread  form  of  vagi- 
nitis the  most  widely  successful  thera- 
peutic agent,  Flagyl,  is  clearly  indi- 
cated. 

In  trichomonal  vaginitis,  most  physi- 
cians have  reported  a cure-rate  of  95 
per  cent  or  more  with  Flagyl  when  in- 
fected male  partners  are  treated  con- 
currently and  when  treatment  is 
repeated  for  occasional  refractory  in- 
fections in  women. 

Among  the  few  patients  who  do  not 
respond  to  Flagyl  are  those  who  may 
not  have  taken  the  prescribed  dosage 
and  those  who  may  have  been  rein- 
ifected. 

This  high  rate  of  cure  obtained  with 
Flagyl  is  unparalleled.  Only  systemi- 
cally  active  Flagyl  reaches  the  hidden 
j reservoirs  of  reinfection  in  male  and 
female  genitourinary  tracts. 

Indications:  Flagyl  is  indicated  only  in  the 
treatment  of  trichomoniasis  in  both  the  male 
and  female. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
! blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
j be  made  before,  during  and  after  therapy,  es- 
pecially if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 
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Research  in  the  Service  of  Medicine 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  B therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  Bn  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  B If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  B 12,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


* 

* 

% 
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Vitamin  B]2  plus  intrinsic  factor  (15  meg 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritiona 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  torn 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


I clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

( Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
I produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
j pation.  Reducing  the  dose  and  administering  it  with  meals  will 
l|  minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
j followed  oral  administration  of  liver-stomach  material.  Instances 
I of  apparent  allergic  sensitization  have  also  been  reported  after 
I oral  administration  of  folic  acid. 

I Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


Are  your  patients  confused  by  ad  claims? 

by  shapes  and  sizes?  by  strange- 
sounding  ingredients? 
When  they  need  fast 
relief  from  pain,  you 
can  reassure  them  that 
aspirin  is  still  the 
strongest  analgesic  they 
can  buy  without  your 
prescription.  And 
Bayer  is  100%  aspirin. 

No  wonder  Bayer  works  wonders. 
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1 1 Kr  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  jg  magnesium  hydroxides  plus  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


when  cough 
is  not 

the  only  sound 
you  hear . . ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  Yz  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


had  been  a member  of  The  Medical  Society 
of  Virginia  since  1933  and  was  a member 
of  many  national,  state  and  local  medical 
organizations.  He  was  also  a member  of  Al- 
pha Omega  Alpha,  honorary  scholastic  so- 
ciety at  the  Medical  College  of  Virginia. 

His  wife,  a daughter  and  a son  survive 
him. 

Dr.  Frank  Ivan  Steele, 

Windsor,  died  June  5 th.  He  was  sixty- 
five  years  of  age  and  a graduate  of  the  Med- 
ical College  of  Virginia  in  1929.  Dr.  Steele 
was  a former  member  of  Town  Council  and 
a former  chief  of  staff  of  Louise  Obici  Me- 
morial Hospital  in  Suffolk.  He  had  practiced 
in  Windsor  for  thirty-eight  years.  Dr.  Steele 
was  a past  president  of  the  Tri-County  Med- 
ical Society  and  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1932. 

His  wife,  two  daughters  and  a son  survive 
him. 

Dr.  Claude  Alexander  Nunnally, 

Fredericksburg,  died  May  28th  after  a 
long  illness.  He  was  sixty-three  years  of  age 
and  a graduate  of  the  Medical  College  of 
Virginia  in  1929.  Dr.  Nunnally  began  his 
practice  in  Fredericksburg  in  1933.  He  was 
president  and  one  of  the  founders  of  the 
Pratt  Cline.  He  was  secretary-treasurer  of 
the  Mary  Washington  Hospital  Staff  in  1959 
and  president  of  the  medical  staff  in  1957. 
Dr.  Nunnally  was  director  of  the  Fred- 
ericksburg Area  Mental  Hygiene  Clinic  and 
director  of  the  Virginia  Medical  Service 
from  1948  to  1961.  He  served  with  the  45th 
General  Hospital  in  the  Army  Medical 
Corps  during  World  War  II.  Dr.  Nunnally 
was  a former  member  of  the  Fredericksburg 
School  Board  and  a past  president  of  the 
Rotary  Club.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  for  thirty-four 
years. 

His  wife,  two  sons  and  a step-son  survive 
him. 


Dr.  Earle  Carlton  Gates, 

Chester,  died  May  10th  at  the  age  of 
sixty.  He  was  a graduate  of  the  Medical 
College  of  Virginia  in  1932.  At  the  time  of 
his  death,  Dr.  Gates  was  director  of  the 
Medical  Center  at  Central  State  Hospital. 
He  was  a former  health  officer  for  the  coun- 
ties of  Chesterfield,  Amelia  and  Powhatan. 
Dr.  Gates  had  been  a member  of  The  Med- 
ical Society  of  Virginia  for  fifteen  years. 

His  wife  and  two  daughters  survive  him. 

Dr.  Richard  H.  Lehmann, 

Richmond,  died  May  20th  at  the  age  of 
seventy.  He  was  a graduate  in  medicine  at 
Leipzig,  Germany,  in  1921,  and  came  to  this 
country  in  1950.  Dr.  Lehmann  had  been  a 
member  of  The  Medical  Society  of  Virginia 
since  195  5. 

His  wife,  a daughter  and  a son  survive 
him. 

Dr.  Fitzgerald. 

Dr.  James  Obediah  Fitzgerald,  Jr.,  died  at  his 
residence  in  Richmond,  March  20,  1968. 

Dr.  Fitzgerald  was  born  November  26,  1886,  at 
Pelham,  North  Carolina.  His  life  span  of  eighty- 
one  years  was  filled  with  interests  and  accomplish- 
ments far  beyond  the  average  of  his  time.  He  was  a 
lifelong  member  of  Pelham  Methodist  Church  of 
Pelham,  North  Carolina.  He  graduated  from  Guil- 
ford College  in  190  5 with  an  A.B.  degree,  being  the 
youngest  graduate  to  receive  this  degree  from  Guil- 
ford College  at  that  time.  He  was  at  the  University 
of  North  Carolina  at  Chapel  Hill  for  a short  time 
after  his  graduation  from  Guilford  College.  In  1909 
he  entered  the  University  College  of  Medicine,  which 
later  merged  with  the  Medical  College  of  Virginia, 
from  which  he  graduated  in  1913  with  the  degree  of 
M.D.  He  served  his  internship  at  the  Sheltering 
Arms  Hospital  when  it  was  on  East  Clay  Street 
in  Richmond.  While  in  Medical  College  he  worked 
with  the  Virginia  State  Board  of  Health  in  hook- 
worm research,  and  following  graduation  in  1913  he 
became  associated  with  the  Virginia  State  Board  of 
Health  in  the  Department  of  Bacteriology  until  1919. 
It  was  during  these  six  years  with  the  Health  De- 
partment, and  largely  through  his  efforts  and  guid- 
ance, that  the  hookworm  was  eradicated  in  Virginia 
and  North  Carolina.  Also  during  this  time  it  fell 
his  lot  to  perform  many  of  the  autopsies,  especially 
those  of  legal  implications. 
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In  1919  Dr.  Fitzgerald  entered  into  general  prac- 
tice in  Richmond,  which  he  pursued  successfully,  but 
he  also  did  pioneer  work  in  allied  branches.  He  was 
among  the  first  to  perform  direct  blood  transfusions 
of  artery  to  vein  from  the  donor  to  the  recipient.  To 
Dr.  Fitzgerald  goes  the  credit  of  promoting  and  per- 
fecting physiotherapy  and  placing  it  on  sound  eth- 
ical basis  in  Virginia.  He  was  also  a pioneer  with 
Dr.  S.  B.  Moon  in  developing  and  perfecting  the 
Pasteur  treatment  and  diagnosis  of  hydrophobia. 

His  interest  in  physiotherapy,  especially  the  use 
of  the  spectral  rays,  fostered  his  interest  in  the  study 
of  photography,  which  later  developed  into  a hobby 
that  brought  him  prominent  recognition  in  the  field 
of  photography  at  home  and  abroad.  His  recognition 
in  this  field  was  evidenced  by  40  medals,  and  more 
than  S00  of  his  photographs  were  accepted  for  salon 
showings  in  the  United  States  and  twenty  foreign 
countries.  These  showings  included  an  outstanding 
exhibition  of  60  photographs  at  the  Smithsonian  In- 
stitute in  Washington  in  1945. 

Dr.  Fitzgerald’s  interest  and  untiring  efforts  in 
photography  is  indicated  by  membership  in  the  fol- 
lowing organizations:  Life  and  Cornerstone  Member 
of  the  Photographic  Society  of  America;  member  of 
the  Top  Photographers’  Society  (which  is  an  honorary 
organization  for  top  photographers  of  the  world); 
member  of  the  American  Physician’s  Art  Association; 
member  of  the  Photographic  Pictorialists’  Society  and 


the  Royal  Photographic  Society  of  Great  Britain;  and 
invitation  member  of  the  Boston  Camera  Club,  the 
Miniature  Camera  Club  of  New  York,  and  the  Pic- 
torial Photographers  of  America. 

He  was  also  the  author  of  many  worthwhile  med- 
ical articles  and  he  held  membership  in  the  American 
Medical  Association,  The  Medical  Society  of  Virginia, 
the  Richmond  Academy  of  Medicine  and  the  Cadu- 
ceus  Club. 

Dr.  Fitzgerald  was  former  president  of  the  Rich- 
mond Chapter,  Alumni  Association  of  Guilford  Col- 
lege, and  a member  of  the  Lewis  Ginter  Lodge  No. 
317,  AF  & AM,  American  Legion  Post  No.  1,  the 
Sons  of  the  American  Revolution,  and  Phi  Beta  Pi 
and  Theta  Kappa  Psi  Medical  Fraternities. 

He  is  survived  by  his  wife,  a son,  a daughter  and 
two  brothers. 

Dr.  Fitzgerald  was  a dedicated  physician  and  will 
be  long  remembered  for  his  sympathetic  and  inter- 
ested understanding  with  all  of  his  patients. 

Therefore,  be  it  resolved  that  the  Richmond 
Academy  of  Medicine  enter  into  its  minutes  these 
honors  and  remembrances  of  Dr.  Fitzgerald,  and  that 
copies  be  sent  to  his  wife,  his  son  and  his  daughter, 
and  to  The  Medical  Society  of  Virginia. 

Rex  Blankinship,  M.D. 

T.  Neill  Barnett,  M.D. 

Douglas  G.  Chapman,  M.D.,  Chairman 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally, 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oralPEN«VEE®K 

(potassium  phenoxymethyl  penicillin) 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approved  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive),  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine : 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 
Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 
Ophthabnology,  Otolaryngology : 
Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology : 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Physical  Therapy: 

Marilyn  B.  Morrison,  R.P.T. 
Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 
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Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 

Rates: 

$70.00  to  $100.00  per  week 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


— Fourth  Decad.  ot  Nuralng 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  I.  CLARK  (1884-1955)  GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Orinnell  Sprinkler  System 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

James  P.  King,  M.D.,  Director 

Malcolm  C.  MacAulay,  M.D. 
Don  L.  Weston,  M.D. 

(Military  Leave) 

J.  William  Ciesen,  M.D. 
David  S.  Sprague,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


William  D.  Keck,  M.D. 

Clinical  Director 
James  K.  Morrow,  M.D. 
Morgan  E.  Scott,  M.D. 
Edward  E.  Cale,  Jr.,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Card  McCraw,  Ph.D. 
David  F.  Strahley,  Ph.D. 


AFFILIATED  CLINICS 


Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va 

David  M.  Wayne,  M.D.  W.  E.  Wilkinson,  M.D. 


Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 
Pierce  D.  Nelson,  M.D. 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 


For  further  information,  address: 


Administrator,  Box  1789,  Roanoke,  Virginia  24008 
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ST.  ELIZABETH’S  HOSPITAL 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

James  T.  Gianoulis,  M.D. 

0.  Christian  Bredrup,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

General  Surgery  and  Gynecology 

Radiology 

General  Medicine 

James  W.  Pancoast,  M.D. 

Austin  I.  Dodson,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

Leroy  Smith,  M.D. 

J.  Edward  Hill,  M.D. 

Elmer  S.  Robertson,  M.D. 

Plastic  Surgery 

Urology 

Internal  Medicine 

L.  0.  Snead,  Jr.,  M.D. 

William  T.  Stuart,  M.D. 

Charles  A.  Pollock,  Jr.,  M.D. 

Radiology 

Urology 

Levi  W.  Hulley,  M.D. 

General  Medicine 

Internal  Medicine 

William  R. 

Draper,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

DOCTORS: 

ADMINISTRATORS: 


Terrace  Hill  Nursing  Home 
Isa  Fully  Accredited 
Medicare  Approved 
Extended  Care  Facility 


Within  9 minutes  from  any  local  hospital 


In  compliance  with  the  Civil  Rights  Act  of  1964 


• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Patients  under  care  of  their  own  Physicians 

Neal  L.  Maslan,  M.P.H. 

Administrator 


Stale  anil  City  Health  Depit.  Approved  LJ  Hcl C r St UHcllil g Cdt  C 


Member:  -f  Va.  Nursing  Home  and  American  Nursing  Home  Assns. 

Terrace  Hill  Nursing  Home,  •«. 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Member 
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ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGUIRE  CLINIC 

Established  1923 
Stuart  McGuire,  M.D. 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Director  of  Nurses 
McGuire  Clinic 

Mary  Virginia  Cockrell,  R.N. 


1000  West  Grace  Street 
Richmond,  Virginia 


Internal  Medicine 


Radiology 


John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 
Robert  W.  Bedinger,  M.D. 
Alice  Virginia  Thorpe,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 


Henry  S.  Spencer,  M.D. 
Donald  E.  Seim,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 


School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Director  of  Nurses 
St.  Luke's  Hospital 


G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Alice  S.  Ehrenhalt,  R.P.T. 

Administrator 


Ann  M.  Urbine,  R.N. 


William  D.  Gibson,  M.H  A. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704— 2 5 3-2761 


38 


Virginia  Medical  Monthly 


vol.  3,  no.  2 


A journal  within  a journal  published  periodically  in  the  inter- 
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he 

complaining 
earache... 
key  to 

serous  otitis  media 


sinusitis 


nasal  allergy  -f- 
deviated  septum 


aerotitis 


occluded  Eustachian  tube 


adenoids  ( enlarged ) 


Robert  H.  Lofgren,  M.D. 

Associate  Surgeon, Massachusetts  Eye  and  Ear  Infirmary,  Boston,  Massachusetts 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache" instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult. 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter. 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep- 
tal deformity  and  cleft  palate  can  all  cause  eusta- 
chian tube  obstruction.  Some  children  may  have  a 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem.” 


t 


he  first  sign  of  a nasopharyngeal  tumor  is  often  a 
serous  otitis.  One  must  always  rule  this  out  in  any 
adult  who  later  in  life  develops  repeated  or  persist- 
ing serous  otitis.  Causes  sometimes  overlooked  are 
nasogastric  tubes  after  surgery,  simple  obesity  and 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re- 
cent years  we  have  been  seeing  a new  cause— acute 
otitis  media,  where  the  patient  is  adequately  treated 
with  antibiotics  but  where  drainage  has  not  been 


established  either  through  the  eardrum  or  down  the 
eustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
dle ear. 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 


The  inflammatory  response  may  be  caused  by  a 
marked  negative  pressure  as  in  air  otitis  from  flying, 
or  it  may  be  from  a mild  bacterial  or  viral  infection 
in  the  middle  ear.  Serous  fluid  is  a good  culture 
medium  and  will  frequently  go  on  to  purulent  otitis 
media,  especially  if  the  original  blockage  was  caused 
by  an  infectious  process  such  as  acute  rhinitis  or 
adenoiditis.  When  the  infection  heals  there  may  be 
scarring  in  the  middle  ear  mucosa.  Mucous  glands 
develop  in  this  tissue  and  pour  out  a thick  mucoid 
material.  This  ear  usually  looks  normal  until  a 
pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ing serous  otitis  are  to  remove  the  obstructing  agent 
and  to  provide  drainage  from  the  middle  ear.  Often 
this  can  be  accomplished  by  decongestants  and  nose 
drops.  If  large  obstructing  adenoids  are  present  they 
should  be  removed.  Sinusitis  should  be  treated  with 
oral  decongestants  or  nose  drops,  plus  antibiotics 
where  indicated.  Nasopharyngeal  tumors  should  be 
treated.  Allergies  should  be  treated  with  antihista- 
mines and,  where  indicated,  by  desensitization. 

■ 

If  the  fluid  does  not  clear  with  medical  treatment 
within  a week  or  two,  a myringotomy  should  be 
done.  If  there  is  a question  of  active  infection  or  if 
the  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
be  done  in  the  office  without  anesthesia.  It  is  no 
more  painful  than  an  intravenous  needle  for  a blood 
test.  A good  safe  topical  anesthetic  has  a tremen- 
dous psychological  value  to  the  patient.  Children 
under  the  age  of  1 require  no  anesthesia.  Between 
the  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
sential although  a general  anesthetic  may  be  used  to 
avoid  the  child’s  possible  mistrust  at  follow-up  ex- 
aminations. I usually  do  the  myringotomy  at  the 
same  time  as  the  adenoidectomy  if  the  adenoids  are 
enlarged.  Once  drainage  has  been  established  with 
decongestants  or  by  myringotomy,  positive  pressure 
inflation  of  the  middle  ear  is  invaluable  in  forcing 
out  the  serous  fluid  and  keeping  it  from  reforming. 
The  patient  can  do  this  himself  by  performing  the 
Valsalva  maneuver.  This  should  be  done  several 


In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 


Normal 


Otoscopic 


Views 


Acute  Serous 


Acute  Purulent 


Chronic  Serous 


ciia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 


I C I Cl  Cl  IliCO  i.  Senturia,  B.  H.  et  al.;  Middle  Ear  Effusions:  Patho- 
logic Changes  of  the  Mucoperiosteum  in  the  Experimental  Animal,  Ann. 
Otol.  71:632-648,  1962.  2.  Grahne,  B.;  Serous  Otitis  Media,  Acta  Oto- 
Laryng.  58:1-8,  1964.  3.  Sade,  J.;  Pathology  and  Pathogenesis  of  Serous 
Otitis  Media,  Arch.  Otolaryng,  84:297-305,  1966.  4.  Buckingham,  R.  A. 
and  Ferrer,  J.  L.;  Reversibility  of  Chronic  Adhesive  Otitis  Media  with  Poly- 
ethylene Tubes,  Laryngoscope  76:993-1014,  1966.  5.  Chalat,  N.  I.  and 
Lounsbury,  E.;  A Hearing  Phenomenon  and  Serous  Otitis,  Laryngoscope 
76:983-992,  1966.  6.  Shucknecht,  H.  F.;  Chronic  Otitis  Media  in  Children: 
A New  Treatment,  Clin.  Pediat.  3:718-727,  1964.  7.  Feuerstein,  S.  S.; 
Surgery  in  Serous  Otitis  Media,  Laryngoscope  76:686-708, 1966.  8.  Kapur, 
Y.  P.;  Serous  Otitis  Media  in  Children,  Arch.  Otolaryng.  79:38-48,  1964. 
9.  Silverstein,  H.,  Miller,  G.  F.,  Jr.  and  Lindemman,  R.  C.;  Eustachian  Tube 
Dysfunction  as  a Cause  for  Chronic  Secretory  Otitis  in  Children, Laryngo- 
scope 76:259-273,  1966. 


You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine” 

You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC'SYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  i/2  tsp.;  Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 


(Advertisement) 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


TUCKER  HOSPITAL  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerald  W.  Atkinson,  M.D. 
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To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


EQUIPMENT  LEASING 


"Reasonable  rates  for  lease  or  loan 
financing  of  machinery,  equipment,  air- 
craft, store  fixtures,  furniture,  com- 
puters, chattel  mortgages,  leasebacks, 
vendor  programs,  and  investment  credit 
transactions.  Delta  Leasing  Co.,  Box 
4841,  Richmond,  Va.  288-5604" 


pmc 

J^hygienic  powder 

makes  an  effective 
douche  solution  for 
intimate  feminine 
hygiene 

At  all  drug  depts.  in  4 oz.  and  1 lb.  jars 

Active  Ingredients:  Menthol,  Boric  Acid, Eucalyptus 
Oil,  Alum,  Phenol,  Oil  of  Peppermint,  Thymol. 
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The  Williams  Printing  Company 

Richmond,  Virginia  23219 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


mtmm 


The  lowest  priced 

tetracycline-nystatin 

combination 
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Convalescence 


Adolescence 


Jnfanc  diarrhea4 
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Debilitating 

gastrointestinal 


Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B12, 

protective  quantities  of 
% potassium,  in  a palatable  and 
4,  readily  assimilated  form. 


Postoperatlvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 
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“Early  in  1953  Davis  and  Grand  undertook  a review  of  well  established  practices  connected  with  the 
treatment  of  T.  vaginalis  infections.  For  instance,  it  had  been  accepted  that  an  acid  douche  should  be 
employed.  This  was  based  on  cultural  studies  showing  that  when  the  pH  was  below  5 the  organisms 
would  die.  They  found  that  the  commonly  used  vinegar  douche  with  a pH  of  3 showed  no  visible 
effect  on  T.  vaginalis  under  the  microscope  in  15  minutes.  Both  citric  and  lactic  acid  were  tested 
with  similar  results.  Davis  then  recalled  that  in  his  early  treatment  of  T.  Vaginalis  infections  over 
30  years  ago  he  had  had  his  first  successes  with  alkaline  preparations,  and  when  he  returned  to  their 
use  the  patients  reported  them  more  soothing  than  the  previously  used  acid  solutions.” 

(Am.  J.  Obst.  & Gynec.,  68:559,  1954) 


Criteria  for  Cleansing  Douche 

“Daily  douching  often  is  a part  of  the  treatment  administered  in  dealing  with  T.  vaginalis  and  since 
it  is  possible  that  the  solution  might  contain  agents  that  could  hamper  the  regrowth  of  Doederlein 
bacillus,  the  following  properties  were  said  to  be  ideal. 

1.  It  should  contain  a harmless,  nonsensitizing  detergent  to  remove  mucous  deposits  and  debris. 

2.  It  should  not  contain  any  antibacterial  agents,  since  the  contact  possible  during  douching 
would  be  so  fleeting  that  anti  bacterial  action  could  not  be  expected. 

3.  It  should  be  acid  in  pH. 

The  3rd  property  seems  to  be  the  most  illogical  and  unimportant.  If  contact  is  so  fleeting 
that  antibacterial  actions  could  not  be  expected,  it  would  seem  to  follow  that  its  acid  quality 
would  be  of  no  consequence.  Furthermore,  acid  solutions  are  irritating  to  the  mucosa  and 
oftentimes  accentuate  inflammation. 

Actually,  the  value  of  a douche  is  generally  conceded  to  be  confined  to  its  use  as  a cleansing  and 
deodorizing  agent.  The  encouraging  results  achieved  with  a detergent  douche  solution  in  treating 
infections  of  the  vagina  are  probably  attributable  to  the  enormous  normal  recuperative  powers  of  the 
vaginal  tissues  which  have  been  under-estimated  as  a factor  in  the  restoration  of  normal  physiology. 

Therefore,  simple  cleansing  of  the  vagina  with  a non-irritating,  mildly  alkaline  douche  which  is 
soothing  to  the  vaginal  mucosa  and  which  penetrates  and  flushes  out  the  dead  organisms,  debris  and 
mucinous  materials  frequently  enables  the  physiological  processes  to  overcome  the  infection.” 

Charles  B.  Marek,  M.D.,  Chief  of  Gynecology;  Bon  Secours  Hospital:  personal  communications  August  11,  1964 


For  physician  samples  write  to: 


Eastern  Research  Laboratories,  Ine. 


302  S.  Central  Ave. 


Baltimore,  Md  21202 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATWV  Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 
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CHARLOTTESVILLE,  VIRGINIA 
For  reservations,  brochure,  phone  296-2181 


BOAR’S  HEAD 
INN 


EVER  a crowd  (only  57 
rooms).  Challenging  new  golf 
course,  other  sports. 
Historic  Old  Mill 
Room  for  dining. 
Meeting  facilities. 

THE 


Where  Doctors 

Get  Away  From  It  All 

Without  Going  Far 


THE  MEDICAL  PLAN  OF  VIRGINIA 


A complete  professional  book- 
keeping and  factoring  service 
for  the  Medical  and  Dental 
professions. 

A service  of  The  Bank  of  Virginia 

For  further  information,  con- 
tact our  representative 

WILSON  B.  DANSEY  III 
644-1821 
or 

P.  O.  Box  1856 
Richmond,  Va.  23215 


anticostive* 

hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Br 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

a Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Abbott 

Antihypertensive 
Building  Blocks 


A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHKCIOTHIAZIDE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 


METHYCLOTHIAZIDE  5 mg.  with 
DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


IN(Gfuwd)  No7Z« 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 

METKYCLOIHIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache. dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings- Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician's  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


TM-TRADEMARK 


Whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Librium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination ,on  proper  dosage- 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  ( e.g ., 
operating  machinery,  driving). Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 

ciroCM'uhi 

Roche ® 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of 
50.  LibritabsT'M'  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  LibritaUs  (chlordiazepoxide ) 5-mg,  10-mg,  25-mg  tablets 


OFFICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 
presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


■ to  help  restore  and  stabilize 
the  intestinal  flora 
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LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabalfc 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1,2,3-'4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6>  7>  8 


No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  2120L 
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He  is  elderly, 
he  is  on  corticosteroids, 
when  he  needs  an  antibiotic 
he  may  he  a candidate  for 

DECLOSTATIN300 

DemethylchlortelracyclineHLl  300  mg  f • ~l 
and  Nystatin  500,000  units  -« 

CAPSULE-SHAPED  TABLETS  Lederle  IJlltll* 


Ho  guard  susceptible  patients  against  intestinal  mondial  over- 
;r&wth  during  broad-spectrum  therapy  — the  protection  of 
tystatin  is  combined  with  demethylchlortetracycline  in 

DEfcLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-the  broad-spectrum  therapy  that  prevents  mondial 
tvergrowth. 

jiontraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
fline  or  nystatin. 

Earning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accuniu- 
rtion  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
re  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
lay  he  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
ght  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
roduce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
lema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
llergic  reactions  have  been  reported.  Patients  should  avoid  direct 
xposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
iscomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 

'recautions : Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 


stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging  fontanels  lias 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon 
cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  thej 
nails  (rare).  Kidney— rise  in  HUN,  apparently  dose  related.  Transient! 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  ariaphylaxisJ 
Teeth— dental  staining  (yellow-brown)  in  ehildren  of  mothers  given  thi^ 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  druJ 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypol 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosynl 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy.! 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  IxJ 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired! 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foodj 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  CorapanJ 
Pearl  River^New  York 


/ 


helps  restore  normal  motility  and  tone 


CANTIL 

(mepenzolate  bromide) 


Diarrhea  and  other  symptoms  of  common 
G.l.  disorders  can  often  be  curbed  with  Cantil 
(mepenzolate  bromide),  bringing  welcome  relief 
to  the  harassed  patient.  Relatively  specific  for 
the  hyperactive  colon,  it  helps  reduce 
diarrhea,  pain  and  spasm  with  minimal  effect 
on  other  viscera.  Cantil  (mepenzolate  bromide) 
is  indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenteritis, 
diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
LAKESIDE  properties.  Side  effects  are  usually  mild. 


CONTRAINDICATIONS:  Sensitivity  to  Cantil®  (mepenzolate  bromide),  glau- 
coma. G.l.  or  G.U.  obstruction,  toxic  megacolon.  WARNINGS:  Possibility  of 
adverse  reactions  in  advanced  severe  ulcerative  colitis  and  atypical  agitated 
reactions  to  phenobarbital  in  the  elderly  (Cantil  with  Phenobarbital). 
PRECAUTIONS:  Cantil  is  of  adjunctive  use  only;  treatment  of  the  underlying 
condition  is  indicated,  be  il-organic  or  functional.  Observe  caution  in  conditions 
known  to  be  incompatible  with  atropine-like  drugs,  e.g..  open-angle  glaucoma 
or  prostatic  hypertrophy.  ADVERSE  EFFECTS:  Dry  mouth;  blurred  vision; 
constipation;  nausea;  vomiting;  bloating;  dizziness;  urinary  retention.  All  are 
anticholinergic  effects  and  usually  tolerable.  Habituation  and  idiosyncratic 
reactions  to  phenobarbital  (Cantil  with  Phenobarbital)  are  possible,  as  is 
generalized  rash.  DOSAGE:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phenobarbital  may 
be  prescribed  if  sedation  is  required.  HOW  SUPPLIEO:  CANTIL  (mepenzolate 
bromide)— 25  mg.  per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL— containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg.  mepenzolate  bromide.  Bottles 
of  100  and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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( SYRUP  OR  OH  LORAL.  HYDRATE  ) 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


JONES  and  VAUGHAN 
Richmond  26.  Virginia 


JoinThe  Medical  Society  of  Virginia’s 

sponsored  and  endorsed  Disability  Income  and 
the  new  In-Hospital  Income  plans 


New  In-Hospital  Plan  Features: 


□ Pays  in  addition  to  any  other  insurance  carried 

□ Benefits  go  directly  to  you  to  spend  as  you  wish 

□ Your  employees  may  enroll 

□ Your  family  is  eligible 

□ Special  convalescence  benefits 

□ No  termination  because  of  age 

□ Supplements  your  Major  Hospital  Nursing  Program 


Why  take  risks? 

Let  the  insurance 
company  take  them 
for  you.  Guarantee 
yourself  an  income 
when  disabled  or 
hospitalized.  Use 
coupon  below  to  get 
complete  information. 


Mail  to:  David  A.  Dyer  Insurance  Agency,  Medical  Arts  Bldg.,  Roanoke,  Virginia  24011 

Send  me,  without  obligation,  all  the  facts  on: 

□ Disability  Income  □ In-Hospital  Income  Plans 


Name. 


Address. 
City 


.State. 


.Zip. 


Both  plans  underwritten  by 


Insurance  Company  of  North  America 


For  relief  from  the  worry  and  expense  brought  on  by  accident 
and  sickness  disability. 


I MONEY 


When  doctors  are  disabled  and  prevented  from  practicing,  expenses  mount  up  fast.  They  face 
not  only  the  bills  associated  with  today’s  costly  medical  treatment,  but  the  great  expense  of 
maintaining  an  office  and  full  staff  as  well.  That’s  why  the  cost  of  just  one  month’s  disability  often 
runs  into  thousands  of  dollars! 

Your  Medical  Society  of  Virginia  knows  this.  That’s  why  they  have  sponsored  two  plans  that  offer 
the  standard  remedy: 


MONEY 

• A Professional  OVERHEAD  EXPENSE  Plan 

which  pays  fixed  office  expenses  when  you’re  disabled  and 

prevented  from  practicing  due  to  accident  or  sickness. 

#A  Catastrophic  HOSPITAL-NURSE  Plan 

which  pays  the  high  costs  of  medical  treatment  associated  with 
accident  and  sickness  disability. 


Both  of  these  Plans  are  sensibly  priced  because  of  your  Association’s  sponsorship. 

And  either  or  both  of  them  can  go  to  work  for  you,  today  ...  if  you  call  us  now.  Find  out  for  your- 
self why  your  Society  has  selected  these  insurance  plans  as  the  best  available  to  its  Members. 
For  more  information,  write  or  call  collect.  There  is  no  obligation,  of  course. 


Administrator,  David  A.  Dyer 
Medical  Arts  Building 

Roanoke,  Virginia  24011  Phone:  344-5000 


#' 


Both  Plans  underwritten  by 


AMERICAN  CASUAL  TV  COMPANY 
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Why  Not  YOUR  OWN  Laboratory? 

• Maintain,  your  own  high  professional  standards! 

• Custom-designed  to  your  own  individual  space  requirements! 

• No  lost  time  waiting  for  test  results! 


Until  now,  many  Laboratory  installations 
were  either  standardized  to  a point  where 
they  were  merely  compromises  or  they 
were  custom-built  at  great  expense  to  the 
Physician.  NOW  MEDICALAB  offers  you 
“custom”  designed  cabinetry  and  count- 
ers as  economically  produced  standard 
items.  These  units  may  incorporate  every 
feature  of  truly  custom-built  cabinetry 
including  concealed  plumbing,  built-in 
equipment  and  almost  endless  selection 
of  size  modifications  to  meet  any  space 
requirement.  We  suggest  you  contact 
MEDICALAB  directly  for  additional  as- 
sistance in  planning  and  selecting  the 
right  equipment  for  your  Laboratory. 


MElMCALlMi 


STEPHEN  A.  LEVICK  CO. 

2100  BREMO  ROAD 
R I C H M 0 N D , V I R G I N I A 2 3 2 3 0 


the  Si'4‘ 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  //f  magnesium  hydroxides  plus  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


S 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


a comprehensive  hemaiinic 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  Bu  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  Bu  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  Bu.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  Bu,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  Instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 


Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  In  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trlnsicon®  (hematinlc  concentrate  with 
intrinsic  factor,  Lilly),  In  bottles  of  60  and  500.  [032S««] 


Trinsicon 

— the  multifactor  hematinic 


% 

* 

* 

% 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


■■■i  Jfaj,...  . 


BENADRYLin’68 


choose  an  experienced  candidate—  Dd  luU  I j I 
millions  of  doses  prescribed  (diphenhydramine  hydrochloride) 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  White  band  on  Pink  capsule  combination  is  a 
— ' registered  trademark  of  Parke,  Davis  & Company. 

Supplied  in  various  dosage  forms  including  Kapseals! 
containing  50  mg.  of  diphenhydramine  hyffrochloride. 


F 

W-  « 
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How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC 

Hematinic  with  Vitaminsand  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bu 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  ad).  ( anti  opposed  to  + 
costive  causing  constipation.)  Against 
constipation.  Now  isn’t  that  a good 
idea  in  an  iron-containing  hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


490-7-6064 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
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Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  ther- 
apy and  at  2-week  intervals  thereafter.  Dis- 
continue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyper- 
tension, the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug  has  been 
associated  with  peptic  ulcer  and  may  reacti- 


"Pain  Break” 
for  an  osteoarthritic. 

r 

Tandearil  can 
usually  ease  it. 


At  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  onlyl  or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


vate  a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  after 
meals  or  with  milk  to  minimize  gastric  upset. 
Drug  rash  occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug.  Agranulocy- 
tosis, exfoliative  dermatitis,  Stevens-Johnson 
syndrome,  Lyell's  syndrome  (toxic  necrotiz- 
ing epidermolysis)  or  a generalized  allergic 
reaction  similar  to  a serum  sickness  syn- 
drome may  occur  and  require  permanent 
withdrawal  of  medication.  Agranulocytosis 
can  occur  suddenly  in  spite  of  regular,  re- 
peated normal  white  counts.  Stomatitis,  sali- 
vary gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While  not  defi- 
nitely attributable  to  the  drug,  a causal  rela- 
tionship cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient's  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  „ 


arly  relief  from 


At  the  recommended  Norpramin 
(desipramine  hydrochloride) 
dosage  level— initially  150  mg. 
per  day— symptomatic 
improvement  may  often 
begin  within  two  to  five 
days.  As  depression  subsides, 
daytime  activity  improves  . . . 
mood  fluctuations  lessen  . . . 
sleep  is  sounder.  Fast  onset  of 
action  and  usually  mild  side 
effects  are  significant  reasons 
for  Norpramin’s  use  in 
depression  of  any  type  . . . any 
degree  of  severity. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  mental  depression  of  any  kind- 
neurotic  or  psychotic. 

CONTRAINDICATIONS:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe 
coronary  heart  disease,  epilepsy.  Should  not  be 
given  within  two  weeks  of  treatment  with  a mono- 
amine oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1)  Patients  with 
a history  of  paroxysmal  tachycardia.  (2)  Patients 
receiving  concomitant  therapy  with  thyroid,  anti- 
cholinergics or  sympathomimetics  may  experience 
potentiation  of  effects  of  these  drugs.  (3)  Safety  in 
pregnancy  has  not  been  established.  (4)  Perform 
liver  function  studies  in  patients  suspect  of  having 
hepatic  disease. 

PRECAUTIONS:  (1)  Desipramine  hydrochloride 
should  not  be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered  grave.  Sui- 
cidal ingestion  of  large  doses  may  be  fatal.  (2)  If 
serious  adverse  effects  occur,  reduce  dosage  or 
alter  treatment.  (3)  In  patients  with  manic-depres- 
sive illness  a hypomanic  state  may  be  induced.  (4) 
Discontinue  drug  as  soon  as  possible  prior  to  elec- 
tive surgery. 


ADVERSE  EFFECTS:  The  following  side  effects  have 
been  encountered:  dry  mouth,  constipation,  dizzi- 
ness, palpitation,  delayed  urination,  agitation  and 
stimulationC'jumpiness,”  “nervousness,  ""anxiety,” 
"insomnia"),  bad  taste,  sensory  illusion,  tinnitus, 
sweating,  drowsiness,  headache,  hypotension 
(orthostatic),  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  tremor,  allergy 
(general),  altered  liver  function,  ataxia  and  extra- 
pyramidal  signs,  agranulocytosis. 

Additional  side  effects  more  recently  reported 
include:  seizures,  eosinophilia,  confusional  states 
with  hallucinations,  purpura,  photosensitivity,  galac- 
torrhea, gynecomastia,  and  impotence.  Side  effects 
which  could  occur  (analogy  to  related  drugs)  in- 
clude weight  gain,  heartburn,  anorexia,  and  hand 
and  arm  paresthesias. 

DOSAGE:  Optimal  results  are  obtained  at  a dosage 
of  50  mg.  t.i.d.  (150  mg. /day). 

SUPPLIED:  NORPRAMIN  (desipramine  hydro- 
chloride) tablets  of  25  mg.;  bottles  of  50,  500  and 
1,000;  and  tablets  of  50  mg.  in  bottles  of  30,  250, 
and  1,000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


NORPRAMIN 

(desipramine  hydrochloride) 

improvement  often 
begins  in  2 to  5 days 


mmation: 

ddition  to  its  primary  indications  for  duodenal 
gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
ndicated  for  other  G-I  conditions  that  may 
efit  from  anticholinergic  therapy.  Robinul-PH 
te  (glycopyrrolate  2 mg.  with  phenobarbital) 
idicated  when  these  situations  are  complicated 
-nild  anxiety  and  tension, 
ntraindications:  Glaucoma,  urinary  blad- 
neck  obstruction,  pyloric  obstruction,  stenosis 
i significant  gastric  retention,  prostatic 
ertrophy,  duodenal  obstruction,  cardiospasm 
gaesophagus),  and  achalasia  of  the  esophagus, 
in  the  case  of  Robinul-PH  Forte,  sensitivity 
ihenobarbital. 

;cautions:  Administer  with  caution  in  the 
sence  of  incipient  glaucoma, 
verse  Reactions:  Dryness  of  the  mouth, 
•red  vision,  urinary  difficulties,  and  constipa- 
i are  rarely  troublesome  and  may  generally  be 
trolled  by  reduction  of  dosage.  Other  side 
cts  associated  with  the  use  of  anticholinergic 
gs  include  tachycardia,  palpitation,  dilatation 
he  pupil,  increased  ocular  tension,  weakness, 
sea,  vomiting,  headache,  dizziness,  drowsi- 
s,  and  rash. 

sage:  Should  be  adjusted  according  to  indi- 
jal  patient  response.  Average  and  maximum 
immended  dose  is  I tablet  three  times  a day: 
the  a.m.,  early  p.m.,  and  at  bedtime.  See 
duct  literature  for  full  prescribing  information, 
ply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
te  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
rolate  1 mg.)  with  phenobarbital  16.2  mg. 
irning:  may  be  habit  forming):  Robinul-PH 
te  (glycopyrrolate  2 mg.)  with  phenobarbital 
! mg.  (Warning:  may  be  habit  forming),  in 
ties  of  100  and  500  tablets.  A.  H.  Robins 
npany,  Richmond,  Va.  23220. 


/I'H'DOBINS 


In  peptic  ulcer  therapy,  wont  you 
give  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
motility of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

L 

F irst : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 


Next:  Wait  10  days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


This  Emetrol  advertisement  will  appear  in  the  following  medical  journals 
American  Jl.  of  Diseases  of  Children  California  Medicine 

Jl.  of  Pediatrics  Illinois  Med.  Jl. 

New  York  State  Jl.  of  Med.  State  Journal  Group-33  Journals 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


Abbott 

Antihypertensive 
Building  Blocks 


. 

A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 


METHYCLOIHIAZIOE  5 mg.  with 
DESERPIDINE  0.25  mg.  or  (F0RTE>  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 
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EUTRON 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCL0THIAZ1DE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 

METHYCLOTHIAZIDE 


ENDURONY1! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
With  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  "cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician's  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804433R 
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Guest  Editorial . . . . 


Surgical  Vigilance 

A SURGICAL  PATIENT  has  a right  to  expect  of  his  surgeon  a back- 
^ ground  of  excellent  training  and  experience,  more-than-adequate 
manual  dexterity,  the  elusive  but  essential  asset  of  good  judgment  and, 
of  course,  honesty  and  sympathetic  kindness.  If  the  surgeon  can  arrange 
adequate  assistance  for  himself,  the  best  of  modern  anesthesiology  and 
reasonable  nursing  care  for  his  patient,  both  he  and  the  patient  are  for- 
tunate. In  an  age  when  those  who  govern  and  administer  hospitals,  of 
all  sizes,  seem  somewhat  more  preoccupied  with  buildings  and  equipment 
than  with  people,  these  things  are  not  always  easy  to  obtain. 

A less  obvious  but  highly  important  asset  that  the  surgeon  needs  is 
vigilance,  constant  and  careful  vigilance.  What  this  involves  might  best 
be  suggested  by  a few  examples.  When  a patient  who  enters  the  hospital 
on  account  of  one  problem  develops  another,  delay  in  diagnosis  is  likely 
and  may  be  disastrous.  The  longer  the  patient  has  been  in  the  hospital, 
the  more  likely  delayed  diagnosis  becomes.  One  thinks  of  the  young  man 
with  multiple  injuries  who  develops  acute  appendicitis,  or  a delayed  rup- 
ture of  the  spleen,  or  of  the  elderly  man  who  had  a partial  colectomy, 
who  is  looking  forward  to  going  home  in  a few  days  and  who  develops 
acute  cholecystitis,  a complication  that  is  not  rare,  and  that  may  stir  up 
a latent  diabetes. 

No  sensible  individual  would  wish  to  subject  an  elderly  lady  with  a 
fresh  hip-fracture  to  a thorough  examination  including  pelvic  and  rectal 
examinations  and  the  insertion  of  a sigmoidoscope,  or  perhaps  even  exam- 
ination of  the  breasts.  However,  all  these  things  should  be  done  before 
the  patient  is  released,  or  an  early  rectal  or  breast  lesion  may  be  allowed 
to  go  home  and  grow.  A similar  problem  exists  with  multiple  injuries, 
one  of  which  is  so  dramatic  as  to  attract  all  the  attention.  A shameful 
delay  may  ensue  before  a less  severe  injury  is  detected  and  properly  cared 
for. 


The  coexistence  of  two  or  more  malignant  lesions  of  the  colon  is  com- 
mon indeed,  but  I have  always  felt  that  many  distressing  metastatic 
lesions  really  come  from  a smaller  lesion  overlooked  during  removal  of 
a larger  one.  A knowledge  of  the  mathematics  of  likelihood,  and  eternal 
vigilance,  are  the  price  if  this  is  to  be  avoided. 

A last  observation  that  I believe  to  be  pertinent  is  that  when  a patient 
has  had  a malignant  tumor  (especially  if  treated  by  a combination  of 
surgical  excision  and  irradiation)  all  future  troubles  are  likely  to  be 
attributed  to  the  original  problem.  Valuable  time  may  be  lost  while  a 
new  primary  tumor  is  neglected  in  the  belief  that  earlier  radiation  damage 
and  recurrent  disease  are  combining  to  produce  the  problem  at  hand. 

Serendipity,  or  plain  luck,  may  be  involved  in  a fortunate  diagnosis 
but  eternal  vigilance  on  the  part  of  the  surgeon  will  always  be  the  main 
reliance  of  the  surgical  patient  who  develops  an  unexpected  problem, 
especially  the  patient  who  has  been  around  a long  time,  to  whom  the  staff 
members  rather  naturally  have  developed  a bit  of  immunity. 

Howard  Patterson,  M.D. 


1160  Park  Avenue 
New  York  28,  N.Y. 
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Abortion — The  Hidden  Epidemic 


R.  W.  JESSEE,  M.D. 
FREDERICK  J.  SPENCER,  M.D. 
Richmond,  Virginia 


This  paper  presents  a preliminary  report 
of  a study  directed  toward  the  definition  of 
the  abortion  problem  as  known  to  Virginia 
physicians.  The  study,  ivhich  was  conducted 
during  the  calendar  year  1967,  was  devel- 
oped by  Dr.  Jessee  and  Dr.  Spencer.  Con- 
sultant assistance  was  provided  by  Dr.  James 
A.  Sartain,  Associate  Professor,  Depart- 
ment of  Sociology,  University  of  Richmond. 

T he  survey  portion  of  the  study  was  per- 
formed by  Regional  and  Staff  Public  Health 
Nurses  throughout  the  State.  Physician  par- 
ticipation was  voluntary  and  their  coopera- 
tion and  interest  is  self-evident.  The  Bureau 
of  Vital  Records  and  Health  Statistics  of  the 
Virginia  State  Department  of  Health  proc- 
essed and  analysed  the  collected  data. 

The  proposed  study  ivas  endorsed  and  ap- 
proved by  The  Medical  Society  of  Virginia 
and  the  Virginia  State  Board  of  Health. 

This  preliminary  report  was  prepared  for 
presentation  to  the  Health  Officers  Section 
of  the  Southern  Branch  of  the  American 
Public  Health  Association,  Roanoke,  Vir- 
ginia, May  29,  1968.  The  full  report  of  the 
study  and  detailed  data  analysis  will  be  pub- 
lished at  a later  date. 


TN  THE  PAST  FEW  YEARS,  professional 
and  public  attention  has  been  increasingly 
directed  to  the  issue  of  abortion  in  the  United 
States.  Professional  journals,  public  com- 
munication media,  legislative  bodies  and 
various  other  forums  have  been  involved 

Jessee,  R.  W.,  M.D.,  Director,  Division  of  Local 
Health  Services,  Virginia  State  Department  of  Health. 

Spencer,  Frederick  J.,  M.D.,  Chairman,  Depart- 
ment of  Preventive  Medicine,  Medical  College  of 
Virginia. 


in  the  discussion  of  its  complexities  and  pro- 
posed remedies.  Sociological,  medical,  moral, 
legal  and  other  dimensions  have  been  con- 
sidered. Unfortunately,  much  of  the  dis- 
cussion and  too  many  of  the  remedial  at- 
tempts have  been  based  on  inadequate  and 
invalid  statistical  data. 

Even  as  the  taboo  on  discussion  of  the 
subject  has  become  less  rigid,  the  silence  sur- 
rounding the  performance  of  the  act  has 
been  retained.  This  paradox,  and  the  sen- 
sitivities which  create  it,  allows  general  ac- 
knowledgment of  abortion  as  a problem  but 
frustrates  its  definition. 

In  fact,  due  to  the  absence  of  reliable  sta- 
tistical data,  precise  definition  of  the  abor- 
tion problem  in  the  United  States  is  not 
possible.  The  data  that  are  available  are 
usually  presented  in  terms  of  estimates  ap- 
plied to  descriptive  classifications  of  abor- 
tions. 

For  practical  purposes,  abortion  is  defined 
as  the  expulsion  of  the  fetus  from  the  uterus 
before  it  is  capable  of  survival.  Abortions 
are  further  described  as  spontaneous,  ther- 
apeutic, or  criminal.  Spontaneous  abortions 
are  usually  due  to  abnormal  development  of 
the  products  of  conception  or  maternal  dis- 
ease. Therapeutic  abortions  generally  refer 
to  the  evacuation  of  the  uterus  by  a phy- 
sician in  a hospital.  Criminal  abortions  are 
unlawful  abortions  which  may  be  self- 
induced  or  performed  by  some  other  person. 
Enforcement  of  existing  laws  would  reveal 
that  many  therapeutic  abortions  are  also 
unlawful.1 

Several  studies  report  estimates  ranging 
from  one  million  to  one  and  a half  million 
illegal  abortions  in  the  United  States  each 
year.2'4  Even  though  the  incidence  of  ther- 
apeutic abortions  is  decreasing,  criminal 
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abortion  as  a cause  of  maternal  death  is  in- 
creasing.5 The  ratio  of  therapeutic  abor- 
tions to  live  births  in  the  United  States  is 
1:500  and  the  ratio  of  illegal  abortions  to 
hospital  abortions  is  100: l.1  Abortion  ac- 
counts for  one-fifth  of  all  maternal  deaths 
in  the  United  States.6 

The  application  of  these  estimates  to  the 
State  of  Virginia  would  indicate  the  occur- 
rence of  approximately  170  therapeutic 


describes  the  survey  method,  the  results  ob- 
tained and  some  comments  upon  them. 

Study  Design 

The  primary  objective  of  the  study  was 
to  obtain  data  from  Virginia  physicians  rel- 
ative to  the  following  events  occurring  dur- 
ing calendar  year  1967: 

A.  The  number  of  individuals  who  con- 

MAP  1 


STATE  OF  VIRGINIA 


abortions  and  10,000  illegal  abortions  per 
year  with  six  maternal  deaths  due  to 
abortion.  In  actual  fact,  108  therapeutic 
abortions  and  five  maternal  deaths  from 
abortions  were  reported  for  1966. 

Although  these  rough  estimates  are  of 
little  value  in  defining  the  problem  in  Vir- 
ginia, the  comparison  of  estimated  and  re- 
ported figures  indicate  the  limitations  of  the 
present  reporting  mechanism.  Of  course, 
none  of  these  estimates  indicates  the  patient 
demand  for  abortions  nor  describes  the  need 
as  expressed  by  the  various  individuals  who 
seek  abortions  for  someone  else. 

In  order  to  obtain  further  information 
specifically  related  to  the  State  of  Virginia, 
a survey  has  been  conducted  among  selected 
physicians  resident  in  the  State.  This  paper 


tacted  physicians  seeking  an  abortion. 

B.  The  number  of  individuals  seen  by 
physicians  where,  in  the  physicians’ 
opinion,  an  (induced)  abortion  had 
been  attempted  or  completed. 

C.  The  number  of  other  (induced)  abor- 
tions (not  reported  under  A and  B) 
known  to  physicians. 

The  above  data  were  also  classified  as  to 
the  age,  sex,  race,  marital  status  and  resi- 
dence of  the  individual. 

It  is  admitted  that  obtaining  this  infor- 
mation would  not,  and  was  not  intended  to, 
define  fully  the  abortion  problem  in  Vir- 
ginia. However,  such  information  is  valu- 
able in  that  for  the  first  time  reliable  data 
can  be  reported  on  the  size  of  the  problem 
as  known  to  physicians. 
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A survey  method  was  used  to  obtain  the 
desired  information.  The  survey  sample 
consisted  of  one-fourth  of  the  physicians 
registered  in  Virginia.  The  sample  was  ob- 
tained by  random  selection  of  every  fourth 
licensed  physician  listed  in  the  1966  Virginia 
Roster  of  Practitioners  of  the  Healing  Arts, 


The  time  element  of  the  survey  was  di- 
vided into  four  phases.  One  week  in  each 
quarter  of  the  year  1967  was  randomly  se- 
lected as  a study  period. 

A simple  questionnaire  was  developed  for 
the  confidential  collection  of  data  (Form 
1 ) . Prior  to  each  study  period,  each  phy- 


Form  No.  I 

COMMONWEALTH  OF  VIRGINIA 
STATE  DEPARTMENT  OF  HEALTH 
DIVISION  OF  LOCAL  HEALTH  SERVICES 
CONFIDENTIAL  ABORTION  INFORMATION  SURVEY 


A.  During  the  week  of  September  3 - September  9,  1967,  how  many  persons  contacted 

you  seeking  an  abortion?  

( number ) 

Information  Concerning  Presumed  Pregnant  Female 


Sex  of  Inquirer 

Age 

Race 

Marital  Status 

Ma  le 

Fema le 

( approx J 

White  Nonwhite 

Not 

Married  Married 

1 . 

□ 

□ 



□ 

□ 

□ 

□ 

2. 

□ 

□ 



□ 

□ 

□ 

□ 

3. 

□ 

□ 



□ 

□ 

□ 

□ 

4. 

□ 

□ 



□ 

□ 

□ 

□ 

5. 

□ 

□ 

— 

□ 

□ 

□ 

□ 

(Record  Additional  Inquiries  on  Back) 


City  or  County 

of  Residence 


B.  During  the  week  of  September  3 - September  8,  1967,  how  many  patients  have 

you  3een  where  there  was  evidence  of  an  attempted  or  completed  abortion? 

(No.) 


Information  Concerning  Patient 


Age 

Race 

Mari tal 

Status 

( approx . ) 

White 

Nonwhite 

Married  Not  Married 

1. 

□ 

□ 

□ 

□ 

2. 

□ 

□ 

□ 

□ 

3. 

□ 

□ 

□ 

□ 

4. 

□ 

□ 

□ 

□ 

S. 

□ 

□ 

□ 

□ 

( Recor 

d Additional 

Abortions 

City  or  County  of  Residence 


on  Back) 


Other  than  those  listed  in  Question  B,  how  many  abortions  came  to  your 

knowledge  during  the  week  of  September  3 - September  9,  1967? 

( Number) 


Sampling  Code:  

City  or  County:  

stratified  according  to  the  location  of  the 
physician  within  the  twelve  administrative 
regions  of  the  Virginia  State  Department 
of  Health.  The  twelve  regions  are  depicted 
in  Map.  1. 


Date  Received : 

Nurse: 

sician  in  the  selected  sample  was  visited  by 
a Public  Health  Nurse  who  explained  the 
survey  procedure  and  left  a questionnaire 
to  be  completed  by  the  physician  during  the 
study  week.  Following  the  study  week,  the 
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questionnaires  were  either  collected  by  the 
Public  Health  Nurse  or  mailed  directly  to 
the  Division  of  Local  Health  Services  of  the 
State  Department  of  Health  in  Richmond. 
In  either  event,  the  questionnaires  were  ul- 
timately gathered  and  analyzed  in  the  sta- 
tistics sections  of  the  Virginia  State  Depart- 
ment of  Health. 

Data  Analysis 

Response  of  Surveyed  Physicians 

A total  of  1,100  physicians  among  the 
twelve  health  regions  throughout  the  State 
of  Virginia  was  selected  as  the  initial  sur- 


could  not  or  would  not  take  part  were  elim- 
inated from  the  survey  list.  Physician  par- 
ticipation and  reasons  for  non-participation 
in  the  survey  are  shown  in  Table  1. 

The  missing  forms  include  questionnaires 
that  physicians  claimed  were  mailed  directly 
to  the  Division  of  Local  Health  Services  but 
were  not  received.  Forms  for  physicians  not 
visited  through  oversight  were  also  counted 
as  missing.  Among  the  reasons  for  refusal 
expressed  by  physicians  were  that  they  were 
too  busy  to  participate  in  the  survey  or  that 
their  specialties  were  not  related  to  the  prob- 
lem. 

The  number  of  questionnaires  analyzed 


TABLE  1 

Physician  Participation  in  Survey  With  Reasons  Forms 
Not  Completed  By  Weeks 

Weeks 


First 

Second 

Third 

Fourth 

Total 

Total  Sample  at  Start  of  Period 

1,100 

954 

921 

891 

Dropped  from  Survey: 

Refused 

53 

22 

10 

14 

99 

Moved — Transferred — Unable  to 
Locate 

57 

9 

20 

3 

89 

Ill 

7 

2 

1 

— 

10 

Retired 

20 

— 

1 

2 

23 

Dead 

3 

2 

1 

1 

7 

Transferred  within  Study 

— 

2 

— 

— 

2 

Not  in  Practice 

6 

i 

— 

— 

7 

Total  Dropped 

146 

38 

33 

20 

237 

Added 

Temporarily  Out  of  Survey: 

Vacation — Out  of  Town 

11 

5 

37 

3 

20 

9 

77 

Missing — Not  Returned,  Not  Visited, 
Etc 

15 

21 

29 

8 

73 

Ill 

3 

2 

4 

— 

9 

Not  in  Practice,  Reported  as  Refused, 
Retired  but  Re-entered 

12 

— 

— 

— 

12 

Total  Temporarily  Out 

41 

60 

53 

17 

171 

Completed  Forms  Received 

913 

861 

838 

854 

867* 

Percent  of  1,100  physicians  in  sample  sub- 
mitting completed  forms 

83.0 

78.3 

76  2 

77.6 

78.8 

Percent  of  Physicians  surveyed 

83.0 

90  3 

91.0 

95.8 

‘Average  completed  forms  received. 


vey  sample.  Due  to  various  reasons,  the 
original  1,100  physicians  surveyed  in  the 
first  week  decreased  to  891,  or  by  19.0  per- 
cent, by  the  time  the  final  phase  com- 
menced. The  response  rate  of  those  sur- 
veyed increased  after  each  succeeding  sur- 
vey as  might  be  anticipated  due  to  the  fact 
that  those  physicians  who  for  various  reasons 


in  the  four  phases  of  the  abortion  survey 
was  3,466,  which  was  79  percent  of  the 
4,400  questionnaires  expected  from  the 
1,100  physicians  in  the  original  sample. 
There  were  197  instances  relative  to  Ques- 
tion A reported  during  the  four  phases  by 
109  physicians.  Two  physicians  reported 
18  and  10  instances,  respectively.  No  others 
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reported  more  than  six.  Positive  responses 
to  Question  B were  reported  by  5 3 physi- 
cians, totaling  76  instances  and  for  Question 
C,  132  instances  were  reported  by  59  phy- 
sicians. 

Presumed  Pregnant  Females  Seeking  an 
Abortion 

The  first  question  (A)  asked  how  many 
TABLE  No.  2 


Sex  of  Inquirer  Relative  to  Question  A 


Total 

Male 

34 

Female 

155 

Male  and  Female 

4 

Not  Stated 

4 

persons  contacted  the  physician  during  the 
study  week  seeking  an  abortion.  An  analy- 
sis of  this  question  revealed  that  197  persons 
contacted  the  responding  physicians  seeking 
an  abortion  for  themselves  or  for  someone 
else.  Males  initiated  the  inquiry  in  34  or 
17  percent  and  females  in  155  or  78.7  per- 
cent of  the  cases.  In  four  instances,  both  a 
male  and  a female  were  reported  as  in- 
quirers. (Table  2) 

The  youngest  age  for  a female  seeking 
an  abortion  was  reported  as  being  twelve 
years.  Thirty-one  percent  of  the  197  fe- 
males were  under  twenty  years  of  age. 
Fifty-one  percent  were  under  age  25.  The 
age  distribution  of  these  presumed  pregnant 
females  seeking  an  abortion  is  shown  in 
Table  3. 


TABLE  No.  3 

Percent  and  Age  Distribution  of  Presumed  Pregnant 
Females  Seeking  An  Abortion 


Total 

Age 

Survey 

Under 

20 

20-24 

25-29 

30-34 

35-39 

40  and 
Over 

Not 

Stated 

Number 

197 

61 

40 

29 

24 

16 

16 

11 

Percent 

100.0 

31.0 

20  3 

14.7 

12.2 

8.1 

8.1 

5.6 

TABLE  No.  4 

Presumed  Pregnant  Females  Seeking  An  Abortion  By 
Race  and  Marital  Status 


Total 

Married 

Not  Married 

Separated 

Not  Stated 

Total  Study 

197 

58 

123 

6 

10 

White 

144 

44 

90 

6 

4 

Non  white 

47 

13 

33 

— 

1 

Not  Stated 

6 

1 

— 

5 

TABLE  No.  5 

Percent  and  Age  Distribution  of  Patients  With  Evidence  of 
Attempted  or  Completed  Abortion 


Age 

Total 

Survey 

Under 

40  and 

Not 

20 

20-24 

25-29 

30-34 

35-39 

Over 

Stated 

Number 

76 

15 

33 

14 

8 

4 

2 

Percent 

100  0 

19.8 

43.4 

18.4 

10  5 

5 3 

2.6 

— 
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The  majority  of  these  women  were  un- 
married, representing  62  percent  of  the  197 
cases.  Both  white  and  nonwhite  exhibited 
higher  proportions  of  unmarried  presumed 
pregnant  females  seeking  an  abortion  with 
63  and  70  percents,  respectively.  (Table  4) 

Attempted  or  Completed  Abortions 

The  second  question  (B)  asked  how  many 


patients  were  seen  by  the  physician  during 
the  study  period  in  whom  there  was  evi- 
dence of  an  attempted  or  completed  (in- 
duced) abortion.  Replies  to  this  question 
disclosed  that  during  the  four  survey  weeks, 
76  females  were  examined  and  showed  evi- 
dence of  having  had  an  attempted  or  com- 
pleted abortion.  As  noted  in  Table  5,  the 
20-24  year  age  category  contained  43  per- 


TABLE  No.  6 

Patients  With  Evidence  of  Attempted  oh  Completed 
Abortion  By  Race  and  Marital  Status 


Total 

Married 

Not  Married 

Separated 

Not  Stated 

Total  Study 

76 

34 

40 

1 

1 

White 

46 

19 

25 

1 

1 

Non  white 

30 

15 

15 

— 

— 

Not  Stated 

— 

— 

— 

— 

— 

TABLE  7 

Presumed  Pregnant  Females  Seeking  an  Abortion  By  Residence  and  Race 


Total 

White 

Non- 

white 

Not 

Stated 

Total  Study 

197 

144 

47 

6 

Independent  Cities 

Alexandria 

4 

4 

— 

— 

Bristol 

2 

1 

1 

— 

Buena  Vista 

1 

— 

1 

— 

Charlottesville 

6 

5 

1 

— 

Colonial  Heights 

1 

1 

— 

— 

Danville 

3 

2 

1 

— 

Falls  Church 

3 

3 

— 

— 

Galax 

1 

1 

— 

— 

Hampton 

2 

2 

— 

— 

Hopewell 

3 

2 

1 

— 

Lynchburg 

2 

1 

1 

— 

Martinsville 

12 

1 

11 

— 

Norfolk 

8 

8 

— 

— 

Petersburg 

4 

— 

4 

— 

Radford 

1 

1 

— 

— 

Richmond 

17 

16 

1 

— 

Suffolk 

2 

2 

— 

— 

Virginia  Beach 

3 

3 

— 

— 

Waynesboro 

1 

1 

— 

— 

Counties 

Albemarle 

2 

2 

— 

— 

Amherst 

2 

1 

1 

— 

Appomattox 

1 

— 

1 

— 

Arlington 

15 

15 

— 

— 

Augusta 

2 

2 

— 

— 

Brunswick 

1 

1 

— 

— 

Buckingham 

1 

— 

1 

— 

Campbell 

2 

2 

— 

— 

Carroll 

1 

1 

— 

— 

Chesterfield . 

5 

2 

3 

Total 

White 

Non- 

white 

Not 

Stated 

Counties — Continued 
Culpeper 

9 

4 

5 

Dinwiddie 

2 

— 

2 

— 

Fairfax  Co.  (Includ- 
ing Fairfax  City). 

10 

9 

1 



Grayson 

4 

4 

— 

— 

Halifax 

1 

1 

— 

— 

Henrico 

10 

10 

— 

— 

Henry 

3 

— 

3 

— 

King  William 

1 

1 

— 

— 

Loudoun 

2 

2 

— 

— 

Louisa 

3 

3 

— 

— 

Madison 

1 

— 

1 

— 

Mecklenburg 

2 

1 

1 

— 

Montgomery 

2 

2 

— 

— 

Nansemond 

2 

1 

1 

— 

Northampton 

1 

1 

— 

— 

Orange 

2 

1 

1 

— 

Page 

1 

1 

— 

— 

Prince  George 

1 

1 

— 

— 

Prince  William  

1 

1 

— 

— 

Roanoke  County 

1 

1 

— 

— 

Rockbridge 

2 

2 

— 

— 

Rockingham 

1 

1 

— 

— 

Southampton 

2 

2 

— 

— 

Washington 

2 

2 

— 

— 

Out-of-State 

6 

5 

1 

— 

Not  Stated 

17 

8 

3 

6 
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cent  of  these  cases  and  63  percent  were  un- 
der 25  years  of  age.  An  interesting  fact  is 
that  40  or  5 3 percent  of  these  females  were 
not  married.  (Table  6) 


to  the  knowledge  of  the  surveyed  physicians 
during  the  four  weeks  of  the  study.  The 
average  number  per  survey  week  was  33. 
The  residence  and  race  of  presumed  preg- 


TABLE  8 

Patients  With  Evidence  of  Attempted  or  Completed  Abortion 
By  Place  of  Residence  and  Race 


Total 

White 

Nonwhite 

Not  Stated 

Total  Study 

76 

46 

30 

— 

Independent  Cities 

Alexandria 

2 

2 

— 

— 

Charlottesville 

3 

3 

— 

— 

Danville 

2 

2 

— 

— 

Falls  Church 

1 

— 

1 

— 

Hampton 

4 

3 

1 

— 

Lynchburg 

3 

3 

— 

— 

Newport  News 

5 

1 

4 

— 

Norfolk 

5 

2 

3 

— 

Petersburg 

2 

— 

2 

— 

Richmond 

12 

6 

6 

— 

Virginia  Beach 

2 

1 

1 

— 

Counties 

Albemarle 

1 

1 

— 

— 

Arlington 

2 

2 

— 

— 

Bedford 

1 

1 

— 

— 

Campbell 

2 

1 

1 

— 

Culpeper 

1 

1 

— 

— 

Fairfax 

1 

1 

— 



Fluvanna 

1 

— 

1 

— 

Frederick 

1 

1 

— 

— 

Henrico 

3 

3 

— 

— 

Henry 

2 

— 

2 

— 

Isle  of  Wight 

1 

1 

— 

— 

Loudoun 

1 

1 

— 

— 

Nansemond 

I 

1 

— 

— 

Nottoway 

1 

1 

— 

— 

Pittsylvania 

1 

— 

1 

— 

Prince  William 

1 

1 

— 



Pulaski 

1 

1 

— 

— 

Roanoke 

1 

1 

— 

— 

Rockbridge 

2 

1 

1 

— 

Washington 

1 

1 

— 

— 

Wythe 

1 

1 

— 

— 

Not  Stated 

1 

1 

— 

— 

Out-of-State 

7 

1 

6 

— 

In  comparing  the  females  reported  in  the 
first  two  survey  questions,  it  is  revealed  that 
for  every  white  female  seen  with  evidence 
of  an  attempted  or  completed  abortion 
there  were  3.1  females  who  sought  infor- 
mation regarding  an  abortion.  Among  non- 
white females  the  corresponding  ratio  was 
1.6. 

There  were  132  other  abortions  that  came 


nant  females  seeking  abortion  is  shown  in 
Table  7 and  the  number  with  evidence  of 
attempted  or  completed  abortion  by  place 
of  residence  and  race  is  presented  in  Table  8. 

The  total  number  of  instances  reported 
by  regions  for  each  question  is  depicted 
on  Maps  2,  3,  and  4.  This  information  is 
presented  in  order  to  demonstrate  that  there 
is  no  region  of  the  State  from  which  phy- 
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sicians  did  not  report  incidents  related  to 
abortion. 

Comments 

The  percentage  response  rate  of  the  phy- 
sicians surveyed  was  very  high  in  view 
of  the  sensitive  and  controversial  nature  of 

MAP  2 


STATE  OF  VIRGINIA 


QUESTION  A - DURING  THE  SURVEY  WEEK  , HOW  MAHY  PERSONS  CONTACTED 
YOU  SEEKING  AN  ABORTION?  TOTAL  INSTANCES  REPORTED  BY  REGION 

MAP  3 


the  subject.  The  physicians  and  public 
health  nurses  who  participated  in  the  sur- 
vey are  to  be  commended  for  their  interest 
and  effort. 

As  expected,  the  female  was  the  most 
frequent  inquirer  seeking  an  abortion  but  it 
is  worth  remarking  that  males  made  the 


STATE  OF  VIRGINIA 


FAIRFAX  COUNTY-8 


^ARLINGTON  COUNTY-4 

V. 

^ALEXANDRIA  CITY  _ 1 

''/a  £r 

^RICHMOND  CITY -12 

QUESTION  B-  DURING  THE  SURVEY  WEEK,  HOW  MANY  PATIENTS  HAVE  YOU 
SEEN  WHERE  THERE  WAS  EVIDENCE  OF  AN  ATTEMPTED  OR 
COMPLETED  ABORTION? TOTAL  INSTANCES  REPORTEDED  BY  REGION 
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inquiry  in  17  percent  of  the  instances.  The 
fact  that  the  woman  was  usually  unmarried 
and  either  in  the  under  20,  or  40  or  over, 
age  group  is  not  consistent  with  the  usual 
public  and  professional  opinion. 

On  the  other  hand,  the  woman  in  the 
20-24  year  age  category  who  were  also  un- 
married were  apparently  most  successful  in 
obtaining  or  attempting  an  abortion.  Does 
this  represent  the  results  of  experience 
gained,  increased  affluence  with  age,  greater 
mobility  or  other  more  basic  factors? 

The  ratio  of  white  females  seeking  an 
abortion  to  those  with  evidence  of  a com- 
pleted or  attempted  abortion  was  approxi- 
mately twice  the  ratio  in  the  nonwhite.  The 
use  of  the  amateur  abortionist,  attitudes  to- 
ward illegitimacy,  and  socio-economic  and 
cultural  factors  may  be  related  to  this  dif- 
ference. 


seeking  an  abortion.  The  estimated  total 
1967  experience  of  all  physicians  was 
10,244  inquiries. 

Question  B asked  the  physician  to  report 
the  number  of  patients  he  had  seen  where 
there  was  evidence  of  an  attempted  or 
completed  abortion.  The  estimated  total 
1967  experience  of  all  physicians  was 
3,952  patients. 

Question  C requested  the  physicians  to 
report  the  number  of  abortions,  other 
than  those  reported  in  Questions  A and 
B,  that  came  to  his  knowledge.  It  was 
reported  Virginia  physicians  knew  about 
an  estimated  6,864  other  abortions  during 
1967. 

In  total,  this  would  mean  that  for  the  year 
1967,  Virginia  physicians  either  had  in- 


MAP  4 


STATE  OF  VIRGINIA 


QUESTION  C-OTHER  THAN  THOSE  LISTED  IH  0UESTI0H  B.HOW  MANY 

ABORTIONS  CAME  TO  YOUR  KNOWLEDGE  DURING  THE  SURVEY 
WEEK?  TOTAL  INSTANCES  REPORTED  BY  REGION 


The  problem  is  state-wide.  Its  size  can 
be  projected  by  statistical  methods  to  pro- 
vide the  following  estimates: 

Question  A asked  the  physician  to  report 
the  number  of  persons  who  contacted  him 


quiries  for,  saw  evidence  of,  or  otherwise 
knew  of,  approximately  21,000  incidents 
related  to  abortion.  No  one  has  attempted 
to  measure  Virginia’s  problem  as  known  to 
the  amateur  abortionist  or  more  importantly 
to  the  woman  with  an  unwanted  pregnancy. 
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Empire.”  Written  in  1788  by  Edward  Gib- 
bon it  sets  forth  five  basic  reasons  why  that 
great  civilization  withered  and  died.  These 
were: 

1.  The  undermining  of  the  dignity  and 
sanctity  of  the  home,  which  is  the  basis  for 
human  society. 

2.  Higher  and  higher  taxes;  the  spending 
of  public  money  for  free  bread  and  circuses 
for  the  populace. 

3.  The  mad  craze  for  pleasure;  sports  be- 
coming every  year  more  exciting,  more  bru- 
tal, more  immoral. 

4.  The  building  of  great  armaments  when 
the  real  enemy  was  within — the  decay  of  in- 
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Follow  Rome? 

into  mere  form,  losing  touch  with  life,  los- 
ing power  to  guide  the  people. 

The  oft-heard  warning  that  "history  re- 
peats itself”  has  an  ominous  meaning  in  the 
light  of  the  above. 

The  average  age  of  the  world’s  great  civ- 
ilizations has  been  200  years.  These  nations 
progressed  through  this  sequence: 

From  bondage  to  spiritual  faith;  from 
spiritual  faith  to  great  courage;  from  cour- 
age to  liberty;  from  liberty  to  abundance; 
from  abundance  to  selfishness;  from  selfish- 
ness to  complacency;  from  complacency  to 
apathy;  from  apathy  to  dependence;  from 
dependence  back  again  to  bondage. 

In  a few  years  the  U.  S.  will  be  200  years 
old.  This  cycle  is  not  inevitable — it  depends 
on  you. 

From  the  Indian  General  ( Telephone ) 

News 
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Sudden  Deafness 


T.  FRAZIER  WILLIAMS,  M.D. 
Arlington,  Virginia 


Sudden  unilateral  deafness  is 
thought  to  he  of  vascular  origin. 
Early  care  might  improve  results 
but  about  40%  make  a complete 
recovery  regardless  of  treatment. 


A MAN,  age  65,  in  good  health,  has  just 
retired  as  the  manager  of  a club.  He 
leans  over  a flower  bed  in  his  yard  and  no- 
tices a click  in  his  right  ear  and  finds  that 
he  is  immediately  and  profoundly  deaf  in 
this  ear.  Only  slight  vertigo  is  noticed  and 
this  soon  disappears. 

A young  matron,  age  28,  wife  of  a Uni- 
versity instructor,  with  a six  weeks  old  baby, 
has  a minor  cold.  In  the  course  of  48  hours 
she  becomes  profoundly  deaf  in  the  left  ear 
with  severe  whirling  vertigo,  tinnitus,  nau- 
sea and  vomiting. 

These  cases  represent  the  great  variation 
in  age  and  probable  cause  of  sudden  deaf- 
ness. They  also  represent  a variety  of  the 
methods  of  treatment.  In  this  group  I am 
including  only  those  cases  where  cause  is 
unknown.  The  many  cases  that  show  clin- 
ical parotitis,  those  associated  with  definite 
vascular  accidents  and  typical  Meniere’s 
disease,  are  not  included  in  this  report. 

Brown,  10  years  ago,  reviewed  34  cases 
he  called  acoustic  accidents.  My  cases,  with 
probable  exception  of  the  service  case  in  the 
Washington  Hospital  Center,  fall  into  a 
group  similar  to  this.  He  states  that  bene- 
ficial results  from  treatment  are  doubtful. 

Presented  at  the  annual  meeting  of  the  Virginia 
Society  of  Ophthalmology  and  Otolaryngology,  Hot 
Springs,  April  1967. 


Ten  years  later,  this  statement  can  be  re- 
peated. 

Fowler,  in  1951,  stressed  vascular  spasm 
and  ischemia  from  blood  sludging  as  a cause. 
He  stated  that  23  out  of  26  patients  had 
emotional  episodes  preceding  deafness.  Five 
hundred  cc  of  .1%  procain  daily,  intra- 
venously, is  advised  by  this  investigator. 

An  English  article  by  Taniewski  insists 
that  better  results  can  be  obtained  with  1000 
micrograms  of  vitamin  B12  given  intramus- 
cularly daily  for  several  weeks.  Out  of  11 
cases,  seven  cases  regained  hearing  of  15  to 
2 5 db  in  the  5 00-4000  cycle  range.  In  my 
opinion  this  is  very  little  gain  if  hearing  level 
is  around  8 5 db. 

Finke  and  Struemple  reported  in  Der 
Nervenartz  bilateral  sudden  deafness  in  a 
29  year  old  man.  His  condition  persisted 
two  days.  He  recovered  subjective  hearing 
for  two  days  and  again  lost  his  hearing.  This 
time  it  persisted  with  vertigo  and  some 
ataxia.  He  improved  slightly  over  a period 
of  one  year  but  hearing  remained  below 
conversational  level.  This  case  was  finally 
diagnosed  as  multiple  sclerosis  with  the  in- 
itial symptom  of  deafness. 

Bolognesi  reported  five  cases  treated  with 
anticoagulants.  Only  one  of  the  five  had 
vestibular  symptoms.  Three  cases  experi- 
enced complete  recovery.  He  feels  that  this 
therapy  started  within  24  to  72  hours,  offers 
quite  a bit  of  hope  for  these  patients. 

Arnold  and  Ohsaki  report  two  cases  of 
sudden  deafness  with  recovery.  Both  were 
given  .1%  procain  infusions,  twice  daily, 
nicotinic  acid  100  mg  Q I D,  Benadryl  50 
mg  Q I D and  a salt  free  diet.  Latent  neuro- 
syphilis was  diagnosed  in  one  case  and  peni- 
cillin was  added.  I have  had  luetic  cases  of 
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long  standing  show  slight  improvement  of 
hearing  with  intensive  pencillin  therapy. 

Wilmot  reports  47  patients  under  the  age 
of  40  with  sudden  perceptive  loss  of  hear- 
ing. Only  22  cases  were  considered  spon- 
taneous. One  of  his  cases,  like  one  reported 
here,  was  very  sensitive  to  cold.  Fifty-five 
per  cent  had  vertigo.  Seventy-three  per  cent 
showed  no  recovery.  In  early  cases  he  ad- 
vocates immediate  stellate  ganglion  block 
repeated  daily  for  five  days.  Fie  supplements 
this  with  vasodilator  drugs. 

Schunecht  and  his  coworkers  were  able 
to  obtain  temporal  bones  of  four  cases  of 
sudden  deafness  aged  39,  57,  63  and  65.  He 
concluded  that  changes  are  similar  to  those 
which  occur  in  the  human  labyrinth  of 
known  viral  etiology  and  are  unlike  the 
pathological  changes  resulting  from  experi- 
mental vascular  occlusion  in  animals.  He 
observed  that  deafness  of  vascular  insuf- 
ficiency shows  very  little  tendency  to  have 
lesions  in  the  basilar  turn  of  cochlea  and  also 
many  young  and  middle  age  patients  reveal 
no  evidence  of  generalized  vascular  changes. 

Jerger  and  his  associates  did  a battery  of 
auditory  and  vestibular  tests  on  12  patients 
with  unilateral  hearing  loss  without  subse- 
quent fluctuations  and  to  a control  group  of 
12  patients  with  unilateral  loss  of  gradual 
onset.  The  results  suggested  two  separate 
sites  of  lesions  in  the  first  group,  one  the 
cochlea  and  the  other  the  neural.  It  would 
seem  that  at  least  two  of  my  cases  would  be 
of  the  cochlea  type. 

Case  Reports 

Case  #1.  Ann  K.,  age  28,  mother  of  a 
six  weeks  old  baby,  wife  of  a university 
instructor.  This  patient’s  husband  had  been 
in  trouble  with  his  seniors  for  writing  an 
article  that  was  at  odds  with  the  policies  of 
the  school.  This  lady  developed  a cold  on 
November  1,  1964.  On  the  second  day  she 
noticed  tinnitus,  vertigo  and  deafness  in  left 
ear,  in  that  order.  Symptoms  increased  in 
severity  until  November  3rd  when  profound 
deafness  with  whirling  vertigo  developed. 


She  was  brought  to  my  office  in  her  dressing 
gown.  Spontaneous  nystagmus  to  the  right 
in  the  first  degree  was  present.  An  attempt 
to  get  an  audiogram  between  episodes  of 
vomiting  was  only  partially  successful.  Loud 
voice  directly  at  left  ear  could  not  be  heard. 
One-half  of  a 25  mg  suppository  of  com- 
pazine every  six  hours  controlled  nausea.  She 
was  admitted  to  Arlington  Hospital  where 
2.75  mg  of  histamine  phosphate  was  given 
in  25  0 cc,  5%  glucose  intravenously  once 
daily  for  six  days.  Fifty  mg  of  benadryl 
was  given  twice  daily.  She  was  on  a salt 
free  diet.  Vertigo  gradually  ceased  but  pro- 
found hearing  loss  persisted.  In  the  hospital 
there  were  no  facilities  for  audiometric 
studies  but  she  still  could  not  hear  loud 
voice  spoken  directly  into  left  ear.  After 
discharge  she  came  to  my  office  (Fig.  1) 


Fig.  1.  Three  audiograms  taken  in  the  early  weeks 
of  deafness.  Case  1. 

where  first  of  a series  of  audiograms  was 
taken.  Hearing  loss  remained  severely  im- 
paired until  April  9,  1965,  when  slight  im- 
provement was  noticed  in  lower  frequencies. 
We  have  the  audiogram  taken  just  before 
she  left  for  Norway  with  her  husband,  who 
had  a new  job.  Nicotinic  acid  to  flushing 
doses  with  six  lipoflavinoid  capsules  daily 
were  continued  during  the  out-patient  pe- 
riod. Discrimination  per  cent  was  never 
obtainable  in  the  left  ear.  The  caloric  test 
gave  no  response  on  December  5,  1964,  and 
was  normal  on  June  8,  1965.  This  patient 
was  taking  contraceptive  pills  at  the  time 
of  onset  of  condition.  I believe  the  early 
statement  concerning  these  and  thrombosis 
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has  been  disproved.  This  case,  when  first 
seen,  was  thought  to  be  a typical  Meniere’s 
crisis.  The  degree  of  hearing  loss,  the  lack 
of  fluctuation,  and  the  lack  of  recurrence 
of  vertigo  convinced  us  that  this  was  sudden 
deafness. 
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Fig.  2.  Last  audiogram  shows  some  recovery  in  low 
frequency  range  only.  Case  1. 

Case  # 2 . Mr.  Frank  L.,  mechanical  en- 
gineer, age  59,  was  recently  found  to  be  in 
good  health  after  a complete  check-up.  He 
has  had  tinnitus  bilaterally  for  years. 

On  April  28,  1966,  he  noticed  peculiar 
reverberations  in  both  ears.  No  vertigo  or 
nausea  was  experienced.  On  April  30  this 
sensation  ceased  and  he  began  to  notice  se- 
vere tinnitus  in  right  ear  alone.  This  was 
followed  by  increasing  deafness  on  right. 


Hearing  was  normal  on  left.  He  was  given 
nicotinic  acid  of  Q I D to  flushing  doses 
and  for  10  days  received  a daily  dose  of  1000 
microgams  of  vitamin  Br.-,  intramuscularly. 
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Fig.  +.  Complete  recovery  of  hearing  in  right  ear.  Case  2. 

This  was  continued  three  times  weekly  for 
six  more  doses.  He  was  on  a salt  free  diet. 
His  hearing  began  to  improve  on  the  eighth 
day.  On  May  5,  1966,  the  caloric  (Kobrak) 
test  was  normal.  On  May  14  the  discrimina- 
tion score  was  100%. 

Case  #3.  Mrs.  Rose  S.,  age  46,  housewife, 
awakened  Saturday,  November  27,  1965, 
and  found  she  could  not  hear  out  of  her  left 
ear.  She  had  had  no  previous  noticeable 
deafness.  She  informed  me  that  she  was  very 
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Fig.  3.  Profound  sensori-neural  deafness  without 
vertigo.  Case  2. 

When  questioned  he  admitted  to  a slight 
unsteadiness.  Inflation  was  normal.  The 
right  drum  appeared  dark  near  floor  of 
canal.  Myringotomy  in  this  area  was  done. 
No  fluid  and  only  incisional  blood  was  no- 
ticed. Tuning  fork  and  audiometer  revealed 
profound  sensori  neural  deafness  on  right. 


Fig.  5.  Moderately  severe  sensori-neural  hearing  loss. 

Case  3. 

sensitive  to  cold.  No  signs  of  the  menopause 
had  been  noticed.  She  said  that  her  family 
physician  had  treated  her  during  the  past 
month  for  fluid  in  the  ear.  The  complaint 
at  that  time  had  been  fullness.  Her  doctor 
had  found  nothing  unusual  in  her  physical 
examination.  The  drums  were  normal.  In- 
flation of  the  middle  ear  was  normal.  Ear, 
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nose  and  throat  examination  was  normal. 
She  had  had  some  unsteadiness  since  onset  of 
deafness  but  none  was  present  at  time  of 
my  examination.  No  spontaneous  or  posi- 
tional nystagmus  was  present.  Audiogram 
showed  profound  nerve  deafness.  The  bone 
conduction  receiver  gave  no  response  on 
the  left  at  60  db.  Discrimination  on  left 
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Fig.  6.  Complete  recovery  in  about  three  weeks  after 
onset.  Case  3. 


was  26%.  In  spite  of  air  masking  at  75  db 
some  frequencies  lateralized.  With  a dif- 
ference of  65  plus  decibels  in  ears  I find  it 
hard  to  mask.  In  children  this  is  just  about 
impossible.  The  Kobrak  caloric  test  was  nor- 
mal in  both  ears.  She  would  not  go  to  the 
hospital.  With  nocotinic  acid  and  a salt  free 
diet  she  improved  rapidly.  On  January  14, 


till. 

n*TF  6/17/66 

» 1000 

TO 

00 

40 

00 

00 

LEFT 

RIGHT 

NO#- 

BLUE 

RED 

MAI 

> 

> 

All 

X 

O 

< 

> -< 

MASKING 

□ 

A 

COnD  WITH 
MASKING 

<1 

l> 

D 

INTENSITY 
or  MASKING 

80 

Q 

< 

1 I R |cOMB._ 

o 60 

\ 

f 

fcfcK 

' 

EAR 

EAR 

10 

I Skid.d  aT 
| BryOod  Ml 

C 

r 

1 

1 

-q 

9-y 

- 

S RT 

MCL 

OHI  IN*  IT 

FREQUENCY 

.300  3000 

6000 

'1.000 

TO. 

Fig.  7.  Profound  sensori-neural  deafness  without 
vertigo.  Case  4. 

1966,  her  hearing  on  the  left  was  about  same 
as  that  on  the  right.  She  has  been  in  twice 
since  this  with  complaint  of  pain  around 
the  left  ear.  No  change  was  noticed  in  her 
condition.  The  audiogram  has  been  stable. 

Case  #4.  Herbert  B.,  age  65,  in  excellent 
health,  recently  retired  manager  of  a club, 


was  working  in  his  yard.  He  bent  over  a 
flower  bed  and  noticed  that  something 
clicked  in  his  left  ear.  He  then  noticed 
complete  deafness  on  left.  He  went  to  his 
family  physician  who  checked  his  physical 
condition  and  sent  him  to  me.  Slight  vertigo 
was  noticed  with  moderate  tinnitus.  No 
nausea  was  present.  Drums  were  normal. 
Inflation  of  middle  ear  was  normal.  His 
hearing  loss  was  about  complete.  Audio- 
gram  on  right  was  about  normal  for  his  age. 
Discrimination  test  on  left  was  impossible. 
In  addition  to  his  recent  physical  I obtained 
blood  cholesterol  which  was  elevated  slightly 
at  273  mg  per  cent,  CBC  which  was  normal 
and  VDRL  was  non-reactive.  He  received 
1000  micrograms  of  vitamin  B12  daily  for 
eight  doses,  every  two  days  for  12  doses  and 


Fig.  8.  Only  partial  recovery — not  enough  for  useful 
hearing.  Case  4. 

twice  weekly  for  eight  doses.  Nicotinic  acid 
was  given  Q I D to  flushing  doses  and  a salt 
free  diet  was  maintained.  Only  slight  im- 
provement was  noticed.  This  was  in  the 
low  frequency  range.  It  was  possible  for 
him  to  understand  an  occasional  P.B.  word 
from  a record  on  June  24,  1966.  The  caloric 
(Kobrak)  test  was  normal  and  same  on 
both  sides. 

Case  #5.  John  H.,  waiter  captain,  age 
23,  was  admitted  to  Washington  Hospital 
Center,  on  the  service  of  Dr.  Irving  Hant- 
man,  September  2 5,  1965.  Ten  days  prior 
to  admission  he  awoke  with  ringing  in  his 
left  ear  associated  with  deafness  and  sensa- 
tion of  fullness.  The  following  day  he  had 
an  attack  of  vertigo  while  in  bed,  lasting 
a few  minutes.  He  went  to  his  family  doc- 
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tor  who  politzerized  him.  This  gave  partial 
relief  of  symptoms.  Patient  was  then  seen 
by  Dr.  Hantman,  who  gave  him  nicotinic 
acid  with  no  results.  He  was  sent  to  Wash- 
ington Hospital  Center  and  received  two 
daily  intravenous  infusions  of  histamine, 
again  with  no  improvement.  Patient  states 
that  he  had  a cold  one  month  prior  to  onset 
of  present  illness,  which  cleared  one  week 
later.  He  received  a massage  three  weeks 
prior  to  onset  followed  by  frontal  occipital 


Fig.  9.  Moderately  severe  sensori-neural  loss. 

SISI  scores  included.  Case  5. 

headache,  which  lasted  one  week.  No  nausea 
or  vomiting  were  associated.  Ear,  nose  and 
throat  examination  was  negative  except  for 
deafness  left.  The  Hallpike  caloric  test 
showed  no  canal  paresis  or  directional  pre- 
ponderance. Nicotinic  acid  was  given  Q I D 
to  flushing  doses;  benadryl  mg  50  was  given 
BID. 

Skull  x-ray  with  tomograms,  electroen- 
cephalography, lumbar  puncture  with  ex- 
amination by  the  Department  of  Neurology, 
all  revealed  normal  findings.  High  sisi  score 
and  type  II  Beksy  audiogram  were  consis- 
tent with  cochlea  pathology.  On  the  sixth 
hospital  day  no  improvement  was  observed 
and  patient  was  discharged.  I tried  to  lo- 
cate this  patient  for  at  least  one  follow-up 
visit  but  was  not  able  to  do  so.  The  opinion 
of  attendants  and  residents  was  that  this  was 
sudden  deafness. 

Summary 

Five  cases  of  sudden  unilateral  deafness 
of  unknown  origin  are  reported.  Two  were 


hospitalized,  one  of  these  in  a large  center 
with  access  to  various  tests  and  one  in  a 
community  hospital.  Three  cases  were 
treated  as  office  patients.  Of  these,  two  re- 
gained normal  hearing.  A partial  review  of 
the  literature  is  included.  Follow-up  was 
possible  except  in  the  one  case  admitted  to 
Washington  Hospital  Center.  None  of  the 
cases  followed  have  shown  any  fluctuation 
of  hearing  and  all  have  been  in  good  health 
otherwise. 

Conclusion 

The  number  of  cases  that  completely  re- 
cover seems  to  be  about  40%  regardless  of 
type  of  treatment.  It  is  possible  that  daily 
care,  early  initiation  of  therapy  that  in- 
cludes vasodilatory  drugs  and  a salt  free  diet 
might  improve  the  score.  It  is  probably  true 
that  a good  percentage  may  be  of  viral 
origin  but  I cannot  go  along  with  this  the- 
ory when  the  onset  is  like  a "bolt  out  of  the 
blue”.  When  this  happens  the  vascular  cause 
is  very  appealing.  The  presence  of  an  emo- 
tional factor,  in  these  cases,  should  be  con- 
sidered. 
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The  Evolution  of  Otoplasty  Techniques 


Various  surgical  procedures  have 
been  used  for  the  correction  of 
the  protruding  or  lop-ear.  Avail- 
able noiv  is  a technique  character- 
ized by  simplicity  and  predictably 
good  results — the  Mustarde  oper- 
ation. 

TN  THE  PROTRUDING  OR  LOP-EAR 
(Fig.  1)  the  basic  deformity  is  an  absence 
of  an  anthelix  with  a resultant  cupping  of 
the  ear.  Associated  with  this  is  a deep  con- 
cha, poorly  defined  superior  and  inferior 
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acterized  by  simplicity  and  predictably  good 
results. 

The  purpose  of  this  paper  will  be  to 
briefly  review  the  evolution  of  otoplasty 
techniques  and  to  present  the  Mustarde  op- 
eration which  has  removed  the  mystery  and 
fear  from  otoplasty.  In  the  normal  ear 
(Fig.  2)  there  is  a well  formed  rounded 
anthelix  which  gently  continues  into  a su- 
perior and  inferior  crus.  The  concha  is  not 
too  deep  and  there  is  a definite  scapoid  fossa 
between  the  helix  and  anthelix.  However, 
in  the  prominent  ear  (Fig.  1)  there  is  almost 
complete  absence  of  the  anthelix  with  a very 
deep  concha  extending  up  to  the  helix,  and 
lack  of  a definite  superior  and  inferior  crus. 
This  deformity  seems  to  appear  between  the 
third  and  sixth  month  of  intra-uterine  life 
as  the  auricle  protrudes  from  the  side  of  the 


Fig.  1.  The  protruding  ear.  Fig.  2.  The  same  ear  following  Mustarde  otoplasty. 
This  also  demonstrates  the  anatomy  of  the  normal  ear. 


crura  and  a prominent  cauda  helix.  Until 
recently  the  surgical  correction  of  this  cos- 
metic deformity  was  usually  complicated, 
time  consuming,  and  by  no  means  a wholely 
satisfactory  procedure.  This  problem  has 
now  evolved  itself  into  an  operation  char- 

From  the  Department  of  Otolaryngology,  Univer- 
sity of  Virginia  Hospital,  Charlottesville,  Va. 

Presented  at  the  annual  meeting  of  the  Virginia 
Society  of  Ophthalmology  and  Otolaryngology,  Hot 
Springs,  April  1967. 


head.  The  anthelix  fails  to  fold  and  gives  a 
widened  concha-scaphal  angle.  This  abnor- 
mality is  found  in  parents  and  siblings  but 
is  not  related  to  middle  or  inner  ear  abnor- 
malities. 

The  earliest  attempt  at  correction  of  the 
lop-ear  deformity  was  a simple  excision  of 
the  skin  in  the  retroauricular  sulcus  and 
closure  of  the  skin.  The  ear  remained  back 
for  about  two  months,  then  the  natural 
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spring  of  the  cartilage  returned  the  ear  to 
its  original  prominent  position. 

The  first  permanent  positioning  of  the 
ear  (1845)  sutured  the  auricular  cartilage 
under  the  periosteum  of  the  mastoid.  In 
some  procedures  a flap  of  the  auricular 
cartilage  was  sutured  under  a bipedicle  flap 


Fig.  3.  Cross  sections  of  the  auricle  as  viewed  from  above. 

Upper  left — normal  ear. 

Upper  right — protruding  ear. 

Lower  right — protruding  ear  with  mattress  suture  in 
place. 

Lower  left — ear  after  suture  tied. 

of  mastoid  periosteum  or  even  fascia  lata 
was  attached  from  the  auricular  cartilage 
to  the  periosteum  of  the  mastoid. 

Around  1900  another  evolutionary  step 
in  otoplasty  technique  involved  excision  of 
the  wide  strip  of  cartilage  from  the  conchal 
wall,  but  again  the  approximation  of  the 
auricular  cartilage  to  the  periosteum  of  the 
mastoid  was  performed.  All  of  these  oper- 
ations had  the  cosmetic  disadvantage  of  ob- 
literating the  retroauricular  sulcus,  and  the 
ears  appeared  to  be  glued  back.  The  skin  of 
the  auricle  overlying  the  excised  portion  of 
the  cartilage  appeared  wrinkled  and  the  wide 


concha-scaphal  angle  remained  because  an 
anthelix  had  not  been  formed. 

Luckett  (1910)  was  the  first  to  realize 
that  the  lack  of  an  anthelix  was  the  basic 
deformity  in  a prominent  ear.  He  attempted 
to  restore  the  anthelix  by  excising  a crescent 
of  cartilage  along  the  proposed  apex  of  the 
anthelix  and  approximating  the  cut  edges 
with  mattress  sutures.  He  abandoned  the 
old  procedure  of  suturing  the  perichon- 
drium of  the  auricular  cartilage  to  the  peri- 
osteum of  the  mastoid.  Luckett’s  operation 
remained  the  standard  of  otoplasty  for  al- 


Fig.  4.  Three  mattress  sutures  in  place  prior  to  tying. 


most  thirty  years,  but  during  this  time  at- 
tempts were  made  to  correct  the  very  sharp 
edges  of  the  newly  formed  anthelix  that 
were  characteristic  of  the  Luckett  proce- 
dure. Another  characteristic  of  this  pro- 
cedure was  the  tendency  of  the  ear  to  still 
protrude  superiorly  and  inferiorly. 

Luckett’s  procedure  was  modified  with 
excision  of  cartilage  along  the  proposed  in- 
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ferior  crus  and  then  in  addition  to  the 
cartilagenous  excision  over  the  apex  of  the 
proposed  anthelix,  excisions  of  cartilage  at 
its  lateral  borders. 

Becker  (1949)  partially  abandoned  the 
Luckett  incision  of  cartilage  over  the  apex 
of  the  anthelix  by  making  incisions  on  either 
side  of  the  anthelix  and  rolling  these  borders 


within  the  desired  two  centimeters  away 
from  the  mastoid. 

In  the  Farrior  otoplasty  ( 195  5 ) multiple 
small  v incisions  are  made  in  the  cartilage 
along  the  proposed  anthelix,  superior  and 
inferior  crura.  The  ear  is  folded  back  with 
the  use  of  mattress  sutures. 

In  the  Mustarde  otoplasty  procedure  there 


Figs.  5,  6,  7 & 8.  Pre-  and  post-operative  views. 


together  to  give  the  tube  appearance  to  the 
anthelix.  However,  he  still  excised  some  car- 
tilage at  the  inferior  portion  of  the  anthelix. 

Converse  ( 195  5 ) refined  Becker’s  tech- 
nique further  by  excising  no  cartilage  along 
the  crest  of  the  anthelix  but  made  an  inci- 
sion along  the  lateral  borders  of  the  anthelix, 
suturing  these  two  incisions  together  to  give 
a rolled  appearance  to  the  new  anthelix. 
Small  bits  of  conchal  rim  still  had  to  be 
excised  in  order  to  allow  the  helix  to  come 


are  no  incisions  in  the  auricular  cartilage. 
The  cartilage  is  folded  back  by  the  use  of 
vertical  mattress  sutures  of  synthetic  ma- 
terial placed  on  either  lateral  aspect  of  the 
proposed  anthelix.  At  the  time  of  surgery 
the  ear  is  folded  back  and,  with  the  use  of 
methylene  blue,  the  proposed  anthelix,  su- 
perior and  inferior  crura  are  marked  as  are 
the  proposed  sites  of  the  sutures.  Three  to 
five  sutures  of  4.0  to  5.0  white  Merciline 
are  used.  The  skin  is  elevated  from  the  post- 
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auricular  surface,  with  no  particular  at- 
tempt being  made  to  elevate  the  perichon- 
drium. The  sutures  are  placed  in  from  the 
posterior  aspect  of  the  ear  through  the  en- 
tire depth  of  the  cartilage,  but  being  careful 
to  avoid  piercing  the  skin  of  the  auricle 


anteriorly.  While  the  assistant  holds  the  ear 
back  so  that  the  helix  is  two  centimeters 
away  from  the  mastoid,  the  sutures  are  tied. 
It  is  important  not  to  over  correct  in  this 
procedure  as  the  ear  will  remain  permanent- 
ly in  the  same  position  it  attains  on  the 
operating  table.  A wedge  of  postauricular 


skin  may  or  may  not  be  excised  as  is  neces- 
sary. This  skin  incision  is  closed  with  inter- 
rupted sutures  of  catgut  and  a running 
subcuticular  suture  of  5.0  Merciline  for  ease 
of  removal. 

The  Mustarde  otoplasty  procedure  is 
quite  easy  to  perform  and  greatly  reduces 
the  time  required  in  the  older  techniques. 


Because  of  its  simplicity  and  the  lack  of 
cartilagenous  incisions,  the  likelihood  of  a 
postoperative  hematoma  is  greatly  reduced. 

The  Mustarde  otoplasty  combines  the 
virtues  of  technical  simplicity  and  speed, 
and  predictably  good  results. 


Bibliography 

Becker,  O.  J.:  Surgical  Correction  of  the  Abnormal- 
ly Protruding  Ear.  Arch.  Otolaryng.  50:  541, 
1949. 

Farrior,  R.  T.:  A Method  of  Otoplasty.  Arch.  Oto- 
laryng. 69:  400,  1959. 

Foman,  S.:  Cosmetic  Surgery.  J.  P.  Lippincott  Co., 
1960. 


Converse,  J.  M.:  Reconstructive  Plastic  Surgery. 

W.  B.  Saunders  Co.,  1964. 

Davenport,  G.:  Experience  with  Mattress  Suture 
Technic  in  Correction  of  Prominent  Ears. 
Plast.  & Reconstruct.  Surg.  36:  91,  1965. 
Mustarde,  J.  C.:  The  Correction  of  Prominent  Ears 
Using  Simple  Mattress  Sutures.  Brit.  J.  Plast. 
Surg.  16:  170,  1963. 

1000  East  High  Street 
Charlottesville,  Virginia  22901 


Figs.  9 & 10.  Pre-  and  post-operative  views. 


Volume  95,  August,  1968 


465 


Increased  Intracranial  Pressure  Without 
Papilledema 


These  four  cases  shoiv  that  there 
may  he  marked  increase  in  intra- 
cranial pressure  without  papille- 
dema. Well  outlined  discs  do  not 
exclude  the  presence  of  a space 
occupying  lesion. 


HE  PHENOMENA  attendant  to  in- 
creased intracranial  pressure  have  been 
common  knowledge  for  many  years.  Head- 
ache, nausea,  vomiting,  separation  of  suture 
lines  and  bulging  of  the  fontanel  in  children, 
elevation  of  blood  pressure,  bradycardia  and, 
last  but  not  least,  papilledema  have  been 
taught  to  generations  of  medical  students. 
It  is  the  purpose  of  this  paper  to  present 
several  cases  of  the  findings  of  increased 
intracranial  pressure  in  the  absence  of  papil- 
ledema, retinal  hemorrhages,  or  even  blur- 
ring of  a minimal  nature  of  disc  margins. 
Papilledema  may  frequently  develop  in  a 
period  of  seven  to  ten  days  in  the  presence 
of  increased  intracranial  pressure.1 

Case  Reports 

Case  1.  M.I.  A 61 -year-old  x-ray  tech- 
nician was  admitted  to  the  hospital  in  a 
semicomatose  condition  which  progressed 
rapidly  to  deep  coma  within  four  hours. 
Past  history  revealed  he  had  been  a chronic 
alcoholic  for  many  years.  No  distinct  his- 
tory of  trauma  was  obtained  except  that 
he  had  been  hit  over  the  head  three  months 
earlier  by  a lead  shield  in  x-ray.  He  had  not 
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been  unconscious  at  that  time.  X-rays  of 
the  skull  were  negative.  Laboratory  studies 
were  noncontributory.  Patient  was  unre- 
sponsive with  a widely  dilated  right  pupil. 
Babinski  sign  was  positive  bilaterally.  The 
fundi  were  negative. 

He  was  taken  to  the  operating  room  and 
a large  chronic  subdural  hematoma,  4 cm. 
in  thickness,  with  well-formed  inner  and 
outer  membranes,  was  evacuated  under  local 
anesthesia.  The  patient  made  an  uneventful 
recovery. 

Case  2.  O.S.  A 2 5 -year-old  woman  was 
admitted  because  of  headaches  of  one  week 
duration  following  a fall  and  generalized 
seizure  at  home.  She  had  been  a chronic 
alcoholic  and  had  had  numerous  injuries 
over  the  past  several  years  as  a result  of 
automobile  accidents  and  had  been  uncon- 
scious on  several  occasions. 

Neurologic  examination  revealed  only  an 
equivocally  positive  Babinski  unilaterally. 
There  was  no  papilledema  present.  X-rays 
of  the  skull  showed  a calcified  and  shifted 
pineal.  Because  of  the  x-ray  findings,  bi- 
lateral temporal  burr  hole  openings  were 
made  and  a large,  chronic  subdural  hema- 
toma evacuated.  The  patient  made  an  un- 
eventful recovery. 

Case  3.  E.T.  This  60-year-old  white 
woman  was  admitted  because  of  a history 
of  left  sided  paresis  of  the  face,  arm,  and 
leg,  with  speech  difficulty  of  rather  sudden 
onset.  Neurologic  examination  revealed  nor- 
mal fundi  with  a left  sided  hemiparesis 
consistent  with  a vascular  lesion.  The  spinal 
fluid  showed  a normal  pressure  and  normal 
chemistry.  The  patient  fluctuated  consider- 
ably during  the  next  several  weeks,  being 
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fairly  bright  and  alert  at  times,  while  on 
other  occasions  she  was  quite  drowsy  and 
difficult  to  rouse.  Carotid  arteriography, 
done  percutaneously,  revealed  an  entirely 
normal  arterial  tree  on  the  suspected  side 
of  the  lesion  without  shift  of  the  anterior 
cerebral  artery.  The  patient  continued  to 
exhibit  varying  levels  of  consciousness  until 
about  two  weeks  after  arteriography  when 
she  became  deeply  comatose.  Ventriculo- 
graphy, under  local  anesthesia,  revealed  a 
shift  of  the  entire  ventricular  system  from 
left  to  right.  A right  osteoplastic  crani- 
otomy revealed  a bulging,  tense  brain  in- 
vaded by  an  infiltrating  glioblastoma  mul- 
tiforme. Despite  extensive  removal  of  the 
tumor,  the  patient  expired  several  days  fol- 
lowing surgery.  Autopsy  confirmed  the 
diagnosis  of  glioblastoma  multiforme.  At  no 
time  was  papilledema  present. 

Case  4.  D.M.  This  23 -year-old  girl  pre- 
sented all  the  classical  findings  of  a cerebel- 
lopontine angle  tumor  with  early  peripheral 
facial  weakness,  hearing  loss  of  progressive 
type,  ataxia,  nystagmus,  fifth  nerve  hypal- 
gesia  but  no  papilledema.  Caloric  tests  per- 
formed by  the  otolaryngologist  were  con- 
firmatory. Lumber  puncture  showed  a 
pressure  of  70  cm.  Spinal  fluid  protein  was 
19  mgm.%.  At  operation,  ventricular 
puncture  of  the  right  occipital  horn  re- 
vealed clear  spinal  fluid  under  great  pressure. 
A "Bucy”  type  incision  in  the  right  suboc- 
cipital  region  was  made  and  a neurofibroma 
of  the  cerebellopontine  angle  weighing  ap- 
proximately twenty-five  grams  was  re- 
moved. 


The  patient  made  an  uneventful  recovery. 

Discussion 

It  is  important  to  recognize  the  occur- 
rence of  increased  intracranial  pressure  over 
considerable  periods  of  time  in  some  patients 
without  concomitant  papilledema.  The  ex- 
act mechanisms  whereby  great  extremes  of 
pressure  may  be  present  within  the  intra- 
cranial cavity  without  alteration  of  spinal 
fluid  pressure  or  changes  in  the  eyegrounds 
is  incompletely  understood  and  there  are 
many  instances  where  our  present  state  of 
knowledge  is  inadequate.'  The  absence  of 
papilledema  in  a patient  is  no  surety  that  a 
patient  may  not  be  suffering  from  a space- 
occupying  intracranial  lesion  and  appro- 
priate neurosurgical  studies  had  best  be  car- 
ried out  in  these  patients. 

Summary 

1.  Four  cases  of  increased  intracranial 
pressure  are  presented  in  the  absence  of 
papilledema. 

2.  If  a space-occupying  lesion  is  sus- 
pected, appropriate  neurosurgical  studies 
(arteriography  and  air  studies)  should  be 
performed  even  though  papilledema  may 
not  be  present. 
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Clinical  History 

This  sixty-four  year  old  woman  suffered 
partial  severance  of  the  cervical  spinal  cord 
in  an  auto  accident  in  1947.  Thereafter,  she 
was  paraplegic,  and,  since  she  could  not  learn 
bladder  training,  an  indwelling  catheter 
was  inserted  and  changed  twice  a month. 
She  apparently  did  well  until  1964  when, 
after  chills,  fever,  and  hematuria,  a very 
large  bladder  stone  was  discovered  and  re- 
moved suprapubically.  Over  the  course  of 
the  next  two  years  she  had  several  more 
episodes  of  fever  and  hematuria,  responding 
to  antimicrobials.  Because  of  persistent 
hematuria  she  was  first  admitted  here  in 
1966;  at  that  time  blood  pressure  was  160/ 
100,  and  she  had  marked  flexion  contrac- 
tures of  the  lower  extremities  with  inability 
to  move  her  legs.  The  left  pupil  was  smaller 
than  the  right  but  both  responded  to  light. 
Hyperactive  deep  tendon  reflexes  were  pres- 
ent throughout.  Sensation  was  intact  but 
decreased  in  the  legs.  Urine  showed  innu- 
merable red  blood  cells  and  white  blood  cells 
with  ++  protein  and  no  casts.  Hema- 
tocrit was  26%,  white  blood  cell  count  was 
4,600,  and  reticulocyte  count  was  0.5%. 
Total  urinary  protein  was  2.2  grams  per 
twenty-four  hours.  Urea  was  3 5 mg.  per 
cent,  creatinine  was  1.2  mg.  per  cent, 
and  electrolytes  were  essentially  within  nor- 
mal limits.  Calcium  was  9.2  mg.  per  cent, 
phosphorus  was  3.6  mg.  per  cent,  alkaline 
phosphatase  was  3.1  Bodansky  units,  and 
creatinine  clearance  was  34.5  milliliters  per 
minute.  Hemoglobin  electrophoresis  showed 


a single  "A”  peak;  a screen  for  G6PD  de- 
ficiency was  negative.  An  anti-Kell  anti- 
body was  present.  Urine  culture  grew 
Pseudomonas  and  E.  coli  but  no  acid  fast 
bacilli.  Serum  iron  was  14  micrograms  per 
cent  with  an  unsaturated  iron  binding  ca- 
pacity of  152  micrograms  per  cent.  Total 
serum  protein  was  6.8  grams  per  cent  with 
2.1  grams  of  albumin  and  1.8  grams  of 
gamma  globulin.  An  electrocardiogram  was 
suggestive  of  anteroseptal  ischemia.  The 
bone  marrow  was  slightly  hypocellular  with 
modest  normoblastic  hypoplasia.  Urine  were 
negative  on  cytologic  examination. 

Chest  x-ray  in  1966  showed  some  un- 
coiling and  widening  of  the  thoracic  aorta. 
Intravenous  pyelogram  showed  a normal 
collecting  system  on  the  left.  There  was  no 
evidence  of  function  on  the  right,  and  a 
staghorn  calculus  was  identified  on  the  right 
side. 

A cystogram  showed  distal  ureteral  reflux 
at  40  cm.  of  mercury  pressure,  with  com- 
plete bilateral  reflux  at  90  cm.  of  mercury 
pressure.  Cystometric  examination  was  sug- 
gestive of  a "spastic  bladder”.  Cystoendo- 
scopy  showed  no  stones,  but  there  was  dif- 
fuse vesical  edema  with  congestion.  She  was 
discharged  on  nitrofurantoin,  irrigation  of 
her  catheter,  home  physical  therapy,  and 
oral  iron. 

Follow-up  in  the  clinic  revealed  continued 
bacteriuria  with  Aerobacter,  Pseudomonas, 
E.  coli,  and  Proteus,  in  spite  of  various  anti- 
microbials. She  received  blood  transfusions 
as  an  out-patient  for  hematocrits  as  low  as 
19%  in  late  1966.  A febrile  transfusion 
reaction  without  demonstrable  incompati- 
bility or  hemosiderinuria  occurred  in  early 
1967.  Physical  examination  at  that  time  had 
not  changed.  A bone  marrow  examination 
showed  the  presence  of  storage  iron,  and 
serum  iron  was  94  micrograms  per  cent 
with  an  unsaturated  iron  binding  capacity 
of  202  micrograms  per  cent.  Urine  exam- 


468 


Virginia  Medical  Monthly 


ination  was  unchanged.  Blood  urea  and 
creatinine  were  normal. 

She  was  again  followed  in  the  clinics  on 
iron,  androgens,  and  folic  acid  (serum  folate 
was  2.3  millimicrograms  per  milliliter). 
Reticulocyte  count  remained  in  the  range 
of  1.0  to  2.5  per  cent,  at  times  when  her 
hematocrits  ranged  from  16%  to  20%.  She 
was  readmitted  for  the  last  time  because  of 
dyspnea  and  swelling  of  the  face  and  legs 
which  had  begun  five  days  prior  to  admis- 
sion. The  blood  pressure  was  100/80  mm.  of 
mercury.  Physical  and  neurological  exam- 
inations were  essentially  unchanged  except 
for  the  presence  of  +++  edema  of  the 
legs  to  the  knee,  deep  ulcers  over  the  lateral 
malleolus  and  sacral  area,  and  decreased 
breath  sounds  at  the  right  base. 

Hematocrit  was  16%,  white  blood  cell 
count  was  4,75  0,  and  the  differential  count 
was  normal.  The  urine  showed  6-8  red  blood 
cells  and  innumerable  white  blood  cells  per 
high  power  field,  with  ++  protein.  The 
blood  urea  ranged  from  91  to  116  mg. 
per  cent  and  blood  creatinine  was  1.6  mg. 
per  cent.  Total  serum  protein  was  6.7  grams 
per  cent  with  2.0  grams  per  cent  albumin 
and  2.5  grams  per  cent  gamma  globulin. 
Electrolytes  again  were  essentially  within 
normal  limits.  Blood  cultures  were  negative. 
Urine  culture  grew  E.  coli  and  Aerobacter. 
An  electrocardiogram  showed  no  change. 

She  was  treated  with  general  supportive 
care  and  was  given  two  units  of  whole 
blood.  Her  hematocrit  rose  to  2 5 %.  On  the 
sixth  hospital  day  she  was  found  comatose 
with  head  and  eyes  turned  to  the  right; 
she  died  the  next  day. 

Clinical  Discussion 

Dr.  Jay  Y.  Gillenwater :*  The  patient  is  a 
colored  female  who  at  the  age  of  forty-three 
had  paraplegia  as  a result  of  a partial  sev- 
erance of  the  cervical  cord.  As  a result  of 
the  cord  lesion,  she  had  a reflex  neurogen  c 
bladder  v/hich  could  not  be  trained,  and  she 

^Professor  and  Chairman,  Department  of  Urology. 


was  treated  thereafter  with  an  indwelling 
catheter.  She  did  remarkably  well  with  the 
catheter  and,  for  seventeen  years,  apparently 
had  no  difficulty  until  she  developed  infec- 
tion and  hematuria,  whereupon  she  was 
found  to  have  a large  bladder  stone.  The 
stone  was  removed  by  a vesicolithotomy.  We 
are  told  that  after  that  she  again  had  hema- 
turia and  evidence  of  infection.  She  was  first 
seen  here  in  1966.  At  that  time,  she  had 
proteinuria  of  2.2  grams  per  twenty-four 
hours,  slight  elevation  of  the  urea  to  3 5 mg. 
per  cent,  and  the  creatinine  to  1.2  mg.  per 
cent.  The  urine  culture  was  positive  at  this 
and  other  times,  and  she  was  anemic.  Uro- 
logical evaluation  showed  high  and  low  pres- 
sure reflux.  Cystometrogram  showed  a spas- 
tic reflex  neurogenic  bladder,  and  cystoscopy 
showed  cystitis.  Intravenous  urogram  at 
that  time  showed  a non-functioning  right 
kidney  with  a large  staghorn  calculus.  The 
patient  was  next  followed  in  the  out-patient 
clinic  for  urinary  tract  infections  and  ane- 
mia which  was  severe  enough  to  require 
transfusions.  This  was  thought  to  be  the 
anemia  of  chronic  infection  or  chronic  dis- 
ease. The  patient  was  again  admitted  to  the 
hospital,  at  the  time  of  her  terminal  episode, 
with  severe  anemia  and  evidence  of  some 
congestive  heart  failure.  She  had  decu- 
bitus ulcers  at  this  time.  She  again  had  pro- 
teinuria, urinary  tract  infection,  and  some 
azotemia  with  a urea  of  91  to  116  and  a 
creatinine  of  1.6.  At  this  time  she  had 
hypoalbuminemia  and  some  increase  in  the 
serum  globulin,  and  she  died  with  what 
appears  to  have  been  a cerebral  vascular 
accident. 

This  patient  had  many  medical  disor- 
ders which  need  to  be  discussed.  The  first 
problem  is  the  spinal  cord  injury  with 
paraplegia,  the  second  is  reflex  neurogenic 
bladder,  the  third  is  stone  (right  kidney  and 
bladder),  the  fourth  is  urinary  tract  infec- 
tion, the  fifth  is  reflux,  the  sixth  is  pro- 
teinuria and  hypoalbuminemia,  the  seventh 
is  anemia,  the  eighth  is  questionable  conges- 
tive heart  failure,  and  the  ninth  is  arterio- 
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sclerosis  with  questionable  coronary  artery 
disease  and  cerebrovascular  disease.  I would 
like  for  Dr.  Keats  to  present  the  x-rays  at 
this  time. 

Dr.  Theodore  Keats:  From  her  first  ad- 
mission in  1966,  we  have  only  an  intra- 
venous pyelogram  and  a chest  film.  The 
intravenous  pyelogram  shows  that  the  bony 
structures  are  rather  markedly  osteoporotic. 
On  the  preliminary  film,  one  can  see  calci- 
fication conforming  to  the  calyces  and  pel- 
vis on  the  right  side,  and  we  can  identify 
that  on  subsequent  films  as  a large  staghorn 
calculus.  There  is  a suggestion  of  a dupli- 
cation of  the  collecting  system  on  the  right. 
There  is  no  function  of  the  right  kidney. 
On  the  cystogram,  one  can  see  reflux  ini- 
tially into  the  distal  ureters  at  low  pressure, 
and  the  presence  of  dye  all  the  way  back  to 
the  renal  pelves  under  high  pressure. 

The  last  film  we  have  is  dated  January 
30,  1968,  and  is  a portable  chest  film.  Bi- 
lateral pleural  effusions  and  cardiomegaly 
are  present,  and  the  picture  is  compatible 
with  pulmonary  edema. 

Dr.  Jay  Y.  Gdlenwater:  I would  first 
like  to  talk  about  the  management  and 
complications  of  traumatic  neurogenic 
bladder.  Normal  vesical  function  depends 
upon  an  intact  nerve  supply.  If  either  the 
sensory  or  motor  nerves  are  interrupted, 
bladder  function  will  be  impaired.  The  type 
of  abnormality  is  determined  by  the  site  and 
degree  of  injury.  The  motor  innervation  of 
the  bladder  is  primarily  parasympathetic 
from  S2  to  S4.  There  are  some  motor  sym- 
pathetic fibers  from  Til  to  L2  which  prin- 
cipally innervate  the  trigone.  The  external 
sphincter  is  controlled  by  the  pudendal 
nerve  which  is  S2  to  S4.  The  sensory  inner- 
vation of  the  bladder  is  both  sympathetic 
and  somatic,  both  from  T9  to  L2.  The  spinal 
cord  reflex  to  the  bladder  is  located  at  the 
S2  to  S4  region  of  the  cord.  The  lumbar 
and  sacral  segments  of  the  spinal  cord  are 
combined  within  a short  segment  bounded 
by  the  bodies  of  the  eleventh  and  twelfth 


dorsal  vertebrae  and  sometimes  the  first 
lumbar  vertebra.  The  degree  of  bladder 
impairment  is  dependent  upon  the  amount 
of  cord  damage. 

Bladder  response  to  cord  injury  begins 
with  an  initial  acute  shock  stage.  After  in- 
jury to  the  cord  there  is  usually  a complete 
loss  of  reflex  activity  below  the  level  of  the 
lesion.  A cystometrogram  done  at  this  time 
shows  a flaccid  bladder  without  sensation. 
The  bladder  will  become  overdistended  and 
the  patient  will  have  overflow  incontinence. 
The  problems  involved  during  this  stage  are 
those  of  maintaining  adequate  drainage  and 
controlling  infection.  The  acute  shock  stage 
has  been  reported  to  last  up  to  one  year; 
however,  it  usually  is  a matter  of  several 
months.  After  loss  of  the  flaccidity,  there 
develops  an  autonomous  neurogenic  stage. 
This  is  seen  in  the  recovery  phase  of  spinal 
cord  bladders  or  in  lower  motor  neuron 
injury.  This  response  is  characterized  by 
weak  rhythmic  waves  of  contraction 
thought  to  originate  from  local  ganglionic 
plexuses.  The  next  stage  of  progression  is 
the  reflex  autonomic  bladder.  Here  the 
nervous  impulse  is  passed  through  the  nor- 
mal pathways,  except  that  the  bladder 
empties  periodically  under  no  voluntary 
control.  These  bladders  develop  a fairly 
high  pressure,  and  a major  feature  is  spastic- 
ity of  the  external  sphincter.  The  patients 
with  reflex  bladders  usually  find  trigger 
areas  of  the  skin,  thigh,  perineum,  lower 
abdomen,  or  rectum  by  which  they  can 
initiate  voiding.  The  main  problem  is  the 
increased  resistance  caused  by  simultaneous 
contraction  of  the  external  sphincter;  if  the 
patient  cannot  develop  a balanced  bladder, 
then  much  of  the  surgical  treatment  is 
aimed  at  decreasing  bladder  neck  or  external 
sphincter  resistance. 

In  the  treatment  of  patients  with  cord 
injury,  it  is  very  important  to  develop  the 
concept  of  total  care.  It  is  essential  in  these 
people  to  have  a team  approach  with  man- 
agement coordinated  among  the  urologist, 
neurosurgeon,  neurologist,  and  physical 
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therapist.  It  is  important  to  combat  urinary 
tract  infection,  urinary  retention,  decubitus 
ulcer,  depression,  malnutrition,  and  fecal 
impaction.  Therapy  involves  central  nerv- 
ous system  and  bone  damage,  bladder  and 
bowel  complications,  metabolic  readjust- 
ments, skin  care,  and  mobilization  of  the 
patient  and  rehabilitation. 

During  the  stage  of  spinal  cord  shock, 
some  means  of  decompressing  the  bladder 
needs  to  be  provided;  this  is  usually  done  by 
a small  indwelling  urethral  catheter.  It  is 
important  to  have  meticulous  catheter  care, 
to  use  small  catheters,  and  to  have  the  cath- 
eters changed  frequently.  The  catheter 
should  be  taped  upon  the  abdomen  to  pre- 
vent pressure  necrosis  at  the  penile  scrotal 
angle.  In  using  the  catheter  one  should  re- 
member that  it  drains  only  the  bladder,  that 
it  obstructs  the  prostatic  and  urethral  ducts, 
and  it  therefore  may  lead  to  prostatitis,  epi- 
didymitis, and  urethral  abscesses. 

The  patients  should  be  followed  through 
the  progressions  of  the  neurogenic  bladder, 
and  as  soon  as  a reflex  bladder  is  reached, 
bladder  training  should  be  started.  One 
method  of  evaluating  the  bladder’s  return 
of  function  is  by  cystometrogram.  Also, 
the  reflex  arc  can  be  evaluated  by  the  bulbo- 
cavernosus  reflex.  This  is  done  by  placing 
the  finger  in  the  rectum  and  squeezing  the 
glans  penis  or  the  end  of  the  clitoris;  a brisk 
contracture  of  the  sphincter  ani  occurs  if 
the  reflex  arc  is  intact.  Another  test  fre- 
quently used  is  the  ice-water  test  in  which 
two  to  three  ounces  of  ice  water  are  injected 
through  the  catheter.  If  the  cord  reflex  and 
the  intrinsic  bladder  reflex  are  intact  the 
bladder  musculature  will  contract.  The  re- 
sults of  bladder  training  are  dependent  upon 
the  amount  of  care  that  is  given.  Certainly, 
over  one-half  of  the  patients  should  be 
amenable  to  bladder  training.  In  one  group 
of  Vietnamese  soldiers  with  paraplegia, 
twenty-six  of  twenty-seven  became  catheter 
free  with  no  incontinence,  no  residual  urine, 
and  no  infection. 

I would  like  briefly  to  go  over  some  of 


the  problems  seen  in  chronic  cord  bladder. 
The  first  of  these  is  incontinence.  This  is 
not  usually  due  to  loss  of  the  sphincter  with 
leakage  but  results  either  from  overflow 
incontinence  because  of  spasticity  of  the 
sphincter,  or  from  an  uninhibited  bladder 
with  frequent  voidings.  The  normal  bladder 
is  prevented  from  voiding  by  cerebral  inhi- 
bition. Loss  of  this  cerebral  inhibition  means 
that  these  patients  may  have  frequent  void- 
ing and  incontinence.  They  also  have  fre- 
quent voiding  because  of  increased  residual 
urine  and  irritability  secondary  to  both  the 
neurologic  lesions  and  infection. 

The  reflux  which  patients  with  neuro- 
genic bladders  develop,  and  which  this  pa- 
tient had,  is  usually  thought  to  be  due  to 
two  causes.  The  first  is  chronic  infection 
and  fibrosis  which  convert  the  intramural 
ureter  into  a rigid  tube.  Ureterovesical  re- 
flux is  thought  to  be  prevented  in  the 
normal  bladder  via  the  obliquity  of  the  en- 
trance of  the  ureter  into  the  bladder,  this 
acting  as  a flap  valve.  For  increased  bladder 
pressure  to  compress  the  intramural  ureter 
both  pliability  of  the  ureter  as  well  as  a firm 
backing  for  the  ureter  are  necessary.  With 
chronic  infection  and  resulting  fibrosis  the 
ureter  loses  its  pliability  and  acts  as  a rigid 
pipe  allowing  reflux.  Also,  the  bladder  may 
become  trabeculated  and  form  diverticula. 
If  the  diverticula  lie  above  the  ureteral  ori- 
fice (forming  a so-called  Hutch  diverticu- 
lum) , reflux  occurs  secondary  to  shortening 
of  the  intramural  tunnel  by  loss  of  the 
normal  muscular  backing  to  the  intravesical 
ureter.  Since  this  patient’s  film  showed  min- 
imal trabeculation  and  no  diverticula,  I 
suspect  the  reflux  in  this  case  is  due  to  the 
chronic  infection  and  fibrosis. 

In  patients  with  paraplegia,  if  the  lesion 
is  above  T 6,  there  develops  a condition  called 
autonomic  hyperreflexia.  In  this  syndrome, 
with  distention  of  a hollow  viscus  as  the 
bladder  or  rectum,  the  patient  develops  re- 
flex vasoconstriction  in  the  skin  and  splanch- 
nic vessels.  This  causes  an  increase  in  central 
arterial  pressure  with  distention  of  the  aortic 
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arch  and  carotid  sinus;  the  result  is  vagal 
stimulation  which  causes  bradycardia.  Be- 
cause of  the  cord  injury,  there  is  no  reflex 
vasodilatation;  patients  may  present  with 
marked  increase  in  blood  pressure  which  can 
be  fatal.  They  may  also  have  headaches, 
sweating  and  a chilling  feeling,  sometimes 
clogging  of  the  airways  of  the  nose,  and 
flushing  of  the  face.  Even  though  these 
individuals  may  not  have  sensation  below 
the  cord  injury,  one  cannot  operate  upon 
them  without  anesthesia  because  of  this  au- 
tonomic hyperreflexia.  This  can  be  pre- 
vented by  general  anesthesia,  ganglionic 
blockers,  or  a spinal  anesthetic. 

Many  patients  with  complete  cord  lesions 
continue  to  have  erections  and  some  even 
have  sexual  relations.  It  is  important  in 
planning  any  management  of  these  patients, 
if  one  is  considering  neurectomies  to  treat 
spasticity  of  the  external  sphincter,  to  real- 
ize that  impotence  may  result. 

We  currently  are  not  using  tidal  drainage 
in  the  management  of  these  patients  during 
the  acute  phase.  Tidal  drainage  works  on 
the  principle  of  a siphon  with  alternate  fill- 
ing and  emptying  of  the  bladder.  Its  prin- 
cipal aim  was  to  prevent  spasticity  of  the 
bladder;  we  now  feel  this  is  due  more  to  the 
extent  of  injury  rather  than  the  bladder 
contracting  over  a catheter. 

I would  like  to  talk  briefly  about  calculi. 
This  patient  developed  bladder  calculi,  and 
these  have  been  noticed  in  over  5 0%  of 
patients  during  their  bed-fast  period.  In 
one  series,  31%  of  patients  with  complete 
cord  lesions  and  20%  with  incomplete  le- 
sions developed  calculi.  Vesical  calculi  are 
more  common  than  renal  calculi  and  are 
thought  to  be  preventable  by  early  ambula- 
tion, high  fluid  intake,  and  good  nutrition. 
The  osteoporosis  of  disuse  occurs  because  of 
the  decreased  rate  of  formation  of  bone  with 
normal  bone  reabsorption,  therefore  pro- 
ducing hypercalciuria.  This  patient  had 
both  a vesical  calculus,  which  was  removed, 
and  a large  staghorn  calculus  of  the  non- 
functioning right  kidney.  In  general,  we 


feel  that  calculi  in  the  paraplegic  should  be 
handled  as  calculi  in  a normal  person.  In 
the  presence  of  infection  and  a large  stag- 
horn calculus,  the  calculus  would  normally 
be  removed  either  by  nephrolithotomy  or  by 
nephrectomy  if  the  condition  warrants 
this.  I am  certain  that  this  patient  had  no 
treatment  of  the  calculus  because  of  her 
poor  condition.  I do  not  feel  that  a program 
of  high  phosphate  by  Neutra-Phos,  K-Phos, 
or  Acid-Phos  would  be  appropriate  in  most 
paraplegics,  since  they  usually  have  infected 
urine.  The  high  phosphate  therapy  is  aimed 
at  converting  so-called  "bad  urine”  to  "good 
urine”.  Dr.  Boyce  has  found  that  patients 
undergoing  treatment  with  Neutra-Phos  in 
the  presence  of  infected  urine  may  have 
marked  increase  in  calcification.  He  feels 
that,  in  the  presence  of  infection,  either  the 
Shorr  regimen  or  methylene  blue  should  be 
used.  The  Shorr  regimen  is  a low-phosphate 
diet  combined  with  aluminum  hydroxide  to 
decrease  phosphate  absorption  from  the  G.I. 
tract.  Methylene  blue  is  thought  to  be  a 
crystal  poison  and  currently  is  being  evalu- 
ated by  the  Bowman  Gray  group. 

We  feel  that  the  normal  urinary  tract  is 
resistant  to  infection;  in  fact,  it  is  very  dif- 
ficult to  produce  urinary  tract  infection  in 
normal  patients  or  in  experimental  labora- 
tory animals.  Cox  and  Hinman  found  that 
ten  million  bacteria  could  be  introduced 
into  the  normal  male  bladder  with  prompt 
clearing  of  the  bacteriuria  within  thirty-six 
to  seventy-two  hours.  They  felt  that  the 
clearing  was  due  to  adequate  voiding;  that 
is,  voiding  out  the  bacteria  with  minimal 
residual  urine,  possibly  some  antibacterial 
characteristics  of  the  urine  itself,  and  pos- 
sibly some  vesical  antibacterial  effect.  As 
urologists,  we  have  a urology  bias  in  that  we 
believe  that,  in  the  presence  of  obstruction, 
it  is  very  difficult  to  clear  up  an  infection. 
It  is  also  very  difficult  to  clear  up  any  infec- 
tion in  the  presence  of  a foreign  body  such 
as  a catheter  or  stones.  In  our  research  lab- 
oratories, we  have  found  that  if  the  bladder 
neck  or  urinary  tract  is  obstructed,  it  is 
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almost  impossible  to  clear  up  a urinary  tract 
infection.  We  have  found  that  urine  is  a 
very  good  culture  medium,  but  that  if  the 
pH  is  above  8 or  below  5,  and  the  osmolality 
is  above  1,000  mOsms.  per  kilogram,  the 
urine  can  kill  bacteria.  We  have  also  found 
that  in  the  rat,  the  vesical  mucosa  appar- 
ently is  able  to  kill  some  strains  of  E.  coll. 
Thus,  we  feel  that  under  some  circumstances 
the  vesical  mucosal  cell  and  the  urine  can 
inhibit  growth  or  actually  kill  bacteria.  As 
I mentioned  earlier,  in  patients  with  in- 
dwelling catheters  or  residual  urines,  it  is 
usually  very  difficult  to  clear  up  an  infec- 
tion. 

This  patient  had  persistent  proteinuria 
with  over  2 grams  of  protein  per  twenty- 
four  hours  during  the  time  she  was  followed 
in  our  hospital.  During  her  last  hospitaliza- 
tion, she  also  had  hypoalbuminemia.  I feel 
that  it  is  very  likely  that  this  patient  could 
have  had  secondary  amyloidosis  of  the  kid- 
neys. In  a series  of  paraplegics  reported  by 
Dalton,  Hackler,  and  Bunts  in  the  Journal 
of  Urology  (volume  93,  page  5 5 3,  1965  ), 
40%  had  amyloidosis.  In  this  group  of  pa- 
tients, secondary  amyloidosis  with  renal 
failure  was  the  most  common  cause  of  death 
in  paraplegics  who  survived  the  initial 
trauma.  In  a large  series  of  patients  with 
amyloidosis,  Biggs,  in  the  Annals  of  Internal 
Medicine  (volume  5 5,  page  943,  1961) 
found  that  twenty-four  of  fifty-three  pa- 
tients with  amyloid  were  paraplegic.  Glea- 
son has  stated  that  proteinuria  is  not  a 
prominent  feature  of  pyelonephritis  and 
that,  if  patients  have  a significant  proteinu- 
ria, other  causes  for  the  proteinuria  should 
be  sought.  Kleeman  in  his  monograph  on 
pyelonephritis  does  not  mention  the  associa- 
tion of  pyelonephritis  and  amyloid,  and  cer- 
tainly any  patient  who  has  a proteinuria 
over  4 grams  a day  has  some  disease  which 
causes  increased  glomerular  permeability. 
This  could  be  acute  or  chronic  glomerulo- 
nephritis, intracapillary  glomerulosclerosis, 
amyloidosis,  malignant  nephrosclerosis,  sys- 
temic lupus  erythematosis  or  congestive 


heart  failure.  One  can  occasionally  observe 
one-half  gram  to  4 grams  of  proteinuria  per 
day  in  patients  with  pyelonephritis;  but  this 
is  unusual.  In  a group  of  paraplegics  studied 
at  a V.A.  hospital  it  was  felt  that  amy- 
loidosis was  better  correlated  with  the  pres- 
ence of  decubitus  ulcers  rather  than  urinary 
tract  infection.  Therefore,  because  of  the 
moderate  proteinuria  I would  not  be  sur- 
prised if  this  patient  had  secondary  amy- 
loidosis of  the  kidney. 

I feel  that  the  terminal  event  was  conges- 
tive heart  failure  and  a cerebral  vascular 
accident. 

Dr.  Jay  Gillenwater’s  Diagnoses 

1.  Spinal  cord  injury  with  paraplegia 

2.  Keflex  neurogenic  bladder 

3.  Staghorn  calculus  of  the  right  kidney 

4.  Chronic  pyelonephritis,  especially  the 
right  kidney 

5.  High  and  low  pressure  reflux 

6.  Proteinuria,  questionably  due  to  amy- 
loidosis 

7.  Congestive  heart  failure  and  a cerebro- 
vascular accident 

8.  Anemia  of  chronic  infection 

Pathological  Discussion 

Dr.  David  E.  Smith:  After  the  excellent 
and  extensive  discussion  by  Dr.  Gillenwater 
of  the  anatomic  and  physiologic  features  of 
a denervated  urinary  bladder,  little  remains 
for  the  pathologic  presentation  besides  the 
demonstration  of  the  lesions  as  they  had  de- 
veloped in  this  case. 

The  spinal  cord  had  a rather  remarkable 
appearance  with  a sharp  decrease  of  all  its 
diameters  beginning  at  about  the  mid- 
cervical  region  and  extending  for  the  re- 
mainder of  the  length  of  the  cord.  In  the 
microscopic  sections  there  was  a classical 
demonstration  of  demyelinization  in  the 
posterior  funiculus  above  the  mid-cervical 
site  and  in  the  lateral  and  ventral  funiculi 
below.  The  cord  was  not  completely  sev- 
ered, as  had  been  realized  from  the  preserva- 
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tion  of  sensation  in  the  lower  part  of  the 
body. 

In  the  brain  there  were  no  significant 
pathologic  lesions  except  for  heavy  athero- 


thick  and  pale  so  that  a diagnosis  of  leu- 
koplakia was  immediately  suggested.  On 
microscopic  section,  the  epithelium  had  the 
appearance  of  a true  squamous  epithelium 


Fig.  1.  Urinary  bladder  with  squamous  metaplasia  of  the  epithelium  and 
increased  vascularity  and  fibrosis  of  the  lamina  propria,  which  are  par- 
ticularly prominent  towards  the  right  side  of  this  illustration.  (Hema- 


toxylin and  eosin  stain;  X 65.) 

sclerosis  of  the  arteries.  The  primary  cause 
of  the  terminal  episode  of  coma  was  ob- 
viously not  related  directly  to  the  central 
nervous  system;  rather,  it  was  a combination 


Fig.  2.  Pyonephrosis  of  the  right  kidney  with  calculi,  al- 
most complete  destruction  of  the  renal  parenchyma,  and 
extensive  perirenal  fibrosis.  The  left  kidney,  in  contrast, 
is  relatively  well  preserved. 

of  renal  and  cardiac  failure  indicated  by  the 
condition  of  other  organs. 

The  urinary  bladder  was  greatly  thick- 
ened and  of  moderate  size  but  not  exces- 
sively dilated.  The  mucosa  was  remarkably 


that  more  closely  resembled  epidermis  than 
the  normal  lining  of  the  urinary  tract  (Fig. 
1 ) . In  the  lamina  propria  there  was  a fibro- 
sis and  slight  cellular  evidences  of  a chronic 
inflammation  that  remarkably  transformed 
the  normal  structure  of  this  organ.  No  cal- 
culi were  present  in  the  bladder  at  death. 

The  right  ureter  was  greatly  thickened 
as  well  as  moderately  dilated.  This  fibrous 
thickening  extended  through  the  wall  of  the 
urinary  bladder,  and  the  relations  strongly 
suggested  the  reflux  anticipated  by  Dr.  Gil- 
lenwater.  Fibrosis  of  the  surrounding  tissue 
bound  the  ureter  in  the  retroperitoneum  and 
extended  up  into  a huge  adhesive  mass  about 
the  right  kidney.  On  incision  of  this  mass, 
the  right  kidney  was  revealed  as  almost  com- 
pletely destroyed  by  hydronephrosis  with 
fibrosis  in  and  about  the  renal  substance 
(Fig.  2).  Several  calculi  of  irregular  shape 
and  size  were  present  in  the  greatly  dilated 
calices.  Microscopically  the  kidney  was  re- 
duced to  a few  surviving  glomeruli  buried 
in  an  almost  uniform  fibrous  stroma  from 
which  nearly  all  tubules  had  disappeared 
(Fig.  3).  Foci  of  lymphocytes  and  plasma 
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cells  were  scattered  throughout  this  remnant 
of  the  renal  substance. 

Hyalin  thickening  of  arterioles  and  fibro- 
sis of  the  intima  of  the  arteries  was  present 


the  intimal  thickening  which  is  known  as 
endarteritis  obliterans.  The  left  kidney  was 
generally  well  preserved  as  to  size  and  shape 
(Figs.  2 and  4).  It  showed  no  significant 


priate  to  remember  that  inflammation  of 
surrounding  tissues  can  contribute  to  the 
development  of  such  lesions,  particularly 


process  of  chronic  pyelonephritis  had  also 
involved  this  kidney. 

The  heart  was  slightly  enlarged  and  con- 


Fig.  3.  The  right  kidney  is  extensively  destroyed  by  fibrosis  and  chronic 
inflammation.  Only  scars  of  glomeruli  and  tubules  can  be  recognized. 

Arteries,  such  as  that  in  the  upper  left  of  this  illustration,  are  narrowed 
by  endarteritis  obliterans  and  arterioles  are  hyalinized.  (Hematoxylin 
and  eosin  strain;  X 65.) 

throughout  both  kidneys.  Because  athero-  hydronephrosis.  Nevertheless,  there  were 
sclerosis  was  only  moderate  in  such  sites  as  scars  on  the  cortex  and  foci  of  chronic  inter- 
the  aorta  and  coronary  arteries,  it  is  appro-  stitial  inflammation  indicating  that  the 


Fig.  4.  The  left  kidney  is  well  preserved  although  a hyalinized  arteriole 
is  apparent  to  the  left  of  the  center  of  this  illustration  and  arterio- 
sclerosis of  larger  intrarenal  arteries  and  foci  of  chronic  interstitial 
inflammation  are  present  in  other  areas  of  the  section.  (Hematoxylin 
and  eosin  stain;  X 120.) 
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tained  small  focal  scars  in  the  myocardium. 
In  the  apex  of  the  left  ventricle  there  was 
a mural  thrombus.  Cardiac  failure  was  indi- 
cated by  marked  chronic  passive  congestion 
of  the  liver  with  central  lobular  atrophy. 
In  the  lungs  there  were  numerous  exam- 
ples in  the  microscopic  sections  of  small 
thrombi  in  various  stages  of  organization. 
There  were  no  larger  thrombi  in  any  major 
artery.  These  lesions  were  undoubtedly  re- 
lated to  the  cardiac  failure,  but  it  is  perhaps 
remarkable  that  a paraplegic  with  all  the 
problems  of  stasis,  especially  when  compli- 
cated by  infection  and  cardiac  failure,  does 
not  more  frequently  develop  significant 
embolization  of  the  pulmonary  arteries. 

The  bone  marrow  was  hyperplastic,  es- 
pecially for  the  erythroid  series.  The  bone 
itself  showed  no  evidence  of  active  osteo- 
porosis and  the  parathyroids  were  not  en- 
larged. This  observation,  combined  with 
the  absence  of  evidence  of  hypertension, 
support  the  interpretation  that  the  better 
preserved  left  kidney  was  fairly  efficient  in 
clearing  the  blood  stream  until  relatively 
late  in  the  course. 

The  only  other  pathologic  changes  of  note 
were  chronic  decubiti  over  the  sacrum  and 
ankles  and  a small  acute  ulcer  of  the  mu- 
cosa of  the  duodenum. 

The  anatomic  observations,  therefore, 


demonstrated  the  old  lesion  of  the  mid- 
cervical  spinal  cord  with  extensive  tract  de- 
generation but  not  complete  severance.  All 
the  changes  of  extensive  chronic  inflamma- 
tion were  present  in  the  lower  urinary  tract 
and  had  resulted  in  complete  destruction  of 
the  right  kidney.  The  left  kidney  was  spared 
such  major  destruction  and  apparently  con- 
tinued to  function  until  it  was  overcome 
by  the  effects  of  an  increasing  intrarenal 
arterial  obstruction.  The  final  status  was 
complicated  by  the  development  of  cardiac 
failure  to  which  multiple  microscopic 
thrombi  in  the  pulmonary  arteries  were 
contributory.  The  longstanding  anemia  in 
the  presence  of  a hyperplastic  marrow  was 
probably  the  effect  of  the  chronic  infections. 

Anatomical  Diagnosis 

Old,  traumatic,  mid -cervical  transverse 
myelitis 

Chronic  cystitis 

Chronic  pyonephrosis  with  calculi  of 
the  right  kidney  and  chronic  pyelo- 
nephritis of  the  left  kidney 

Arteriosclerosis  of  the  intrarenal  ar- 
teries, marked 

Microscopic  thrombi  in  pulmonary  ar- 
teries 

Chronic  passive  congestion  of  the 
viscera 


Let’s  Reminisce! 

Quince-Seed  Cosmetics — Dr.  C.  H.  Von  Klein  has  made  the  observa- 
tion that  the  cutaneous  irritation  so  frequently  found  upon  the  fore- 
heads of  fashionable  ladies  is  the  result  of  the  quince-seed  mucilage  used 
for  the  purpose  of  arranging  the  "bangs”  and  other  nonsensical  flub- 
dubberies.  (New  York  Medical  Times — reprinted  in  the  Virginia  Medi- 
cal Monthly,  November,  1883  ) 
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Who  Looks  for  Oral  Cancer? 

A 52  year  old  salesman  sought  advice 
from  his  physician  regarding  an  erythemic, 
granular  lesion  located  on  the  left  anterior 
tonsillar  pillar.  Patient  noticed  this  non- 
painful lesion  a few  days  previously  while 
brushing  his  teeth.  His  physician  glanced 
at  the  lesion  and  wrote  a prescription  for 
an  antibiotic  troche.  This  same  week  the 
salesman  had  a routine  dental  appointment. 
The  patient  called  the  attention  of  the  den- 
tist to  his  problem,  but  the  dentist  calmly 
assured  him  that  he  must  have  injured  him- 
self with  his  tooth  brush  and  that  left  alone 
the  lesion  would  soon  heal.  Weeks  later  pa- 
tient was  seen  by  a third  practitioner.  At 
this  time,  lesion  was  biopsied  and  diagnosed 
as  Invasive  Epidermoid  Carcinoma. 

Who’s  responsibility  is  it  to  examine  pa- 
tients for  oral  cancer?  Approximately  16,- 
000  new  cases  of  oral  cancer  will  be  diag- 
nosed in  the  United  States  this  year.  More- 
over, it  is  estimated  that  two-thirds  of  these 
patients  will  be  seen  first  by  the  physician 
while  the  remaining  third  will  present  to 
the  dentist.1  It  seems  reasonable  to  assume 
that  the  responsibility  for  diagnosing  oral 
cancer  rests  upon  the  shoulders  of  the  pro- 
fessional person  who  first  encounters  patient 
with  suspicious  lesion.  Are  you  ready  for 
this  encounter? 

The  American  Medical  Association, 
American  Dental  Association  and  Ameri- 
can Cancer  Society  have  been  heralding 

From  the  Department  of  Oral  Pathology,  Medical 
College  of  Virginia. 


R.  P.  ELZAY,  D.D.S.,  M.S.D. 

Richmond,  Virginia 

the  concept  that  every  medical  and  dental 
office  should  be  a Cancer  Detection  Cen- 
ter. A thorough  oral  examination  should 
include  visualization  and  digital  palpation 
of  both  hard  and  soft  tissues.  This  procedure 
takes  only  a few  minutes  and  should  negate 
older  traditions  held  by  some  that  the  phy- 
sician looks  in  the  mouth,  focuses  on  the 
tonsils  and  down  the  pharynx  while  the  den- 
tist myoptically  scans  the  teeth  for  holes. 
The  detection  of  oral  cancer  is  Everyone’s 
Responsibility. 

Statistics2  from  American  Cancer  Society 
indicate  that  roughly  7,000  people  a year 
die  from  oral  cancer  in  the  United  States. 
This  disease  accounts  for  about  five  percent 
of  all  cancer  mortality  in  this  country.  It 
affects  all  peoples  regardless  of  age,  status, 
sex  or  race;  however,  it  has  a predilec- 
tion for  the  male  (4:1),  is  most  common 
after  fourth  decade  of  life  and  favors 
mouths  exhibiting  poor  oral  hygiene  spiced 
with  heavy  smoking  and  drinking. ' Accord- 
ing to  the  Bureau  of  Vital  Statistics,  Vir- 
ginia State  Health  Department,  139  Vir- 
ginians died  from  oral  cancer  in  1966  (141 
in  1967). 4 Further  evaluation  of  their  data 
reveals  a 52  percent  increase  in  oral  cancer 
deaths  when  compared  to  similar  mortality 
figures  for  year  195  8.  Increased  mortality 
rate  cannot  be  directly  related  to  increased 
population  in  the  Old  Dominion  inasmuch 
as  population  increase  from  195  8 to  1966 
was  only  14  percent.  Of  further  interest  is 
the  fact  that,  during  195  8 to  1966,  mortal- 
ity rate  for  cancer  in  general  increased  26 
percent. 

Discussion  accounting  for  the  significant 
increase  in  oral  cancer  deaths  during  this 
time  would  be  conjectural  and  will  be 
avoided  here.  Most  significant  factor  for  us 
to  note  is  that  oral  cancer,  although  low  in 
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incidence  when  compared  to  other  areas  of 
the  body,  is  associated  with  a high  mortality 
rate. 

Although  the  aggressiveness  of  any  malig- 
nant lesion  depends  upon  several  factors, 
i.e.,  degree  of  differentiation,  size,  location, 
etc.,  we  note  that  there  is  a high  degree  of 
correlation  between  size  of  lesion  and  sur- 
vival rate.  For  instance,  five  year  survival 
rate  on  oral  lesions  greater  than  1.5  centi- 
meters is  only  30  percent  whereas  five  year 
survival  rate  on  lesions  less  than  1.5  centi- 
meters is  approximately  5 0 percent/’  Seems 
like  a simple  way  to  enhance  the  prognosis 
of  your  patient  doesn’t  it?  Yet,  40  percent 
of  the  patients  presenting  with  oral  cancer 
already  have  metastatic  involvement  of  re- 
gional lymph  nodes/’  Is  it  probable  that  these 
patients  have  not  seen  a physician  or  dentist 
for  one  cause  or  another  prior  to  this  time? 
Many  authorities  feel  that  80  percent  of  the 
7,000  people  who  die  each  year  from  oral 
cancer  could  have  been  spared  through 
earlier  diagnosis.  Hence,  the  real  hope  for 
curing  oral  cancer  resides  in  the  early  detec- 
tion and  diagnosis  of  oral  cancer.  Our  index 
of  suspicion  must  be  high  enough  to  make 
us  suspect  any  unusual  oral  lesion  and  pre- 
cede to  rule  out  cancer. 


Realizing  that  we  only  recognize  what  we 
already  know,  the  following  diagnostic  quiz 
has  been  prepared  to  stimulate  the  general 
practitioner  to  scrutinize  the  oral  cavity 
more  carefully.  (Answers  on  page  482) 


SITUATION  NO.  ONE: 

Note  figure  one.  This  asymptomatic, 
hard,  nonmovable  mass  was  noted  in  a 45 
year  old  female.  Duration  unknown.  Com- 
pare this  lesion  to  the  one  in  figure  two 
which  is  a firm,  non-painful  mass  in  a 42 
year  old  female.  Patient  states  that  it  has 
been  present  for  five  years  but  has  recently 
noticed  that  it  has  increased  in  size. 

One  of  these  lesions  is  a developmental 
anomaly  known  as  a torus  palatinus.  This 
exostosis  is  located  in  the  midline  of  the  hard 
palate  in  roughly  25  to  5 0 percent  of  the 
adult  population.  It  may  vary  in  size  and 
shape,  and  is  more  common  in  females  than 
males.  After  recognizing  this  lesion,  no 
treatment  is  necessary  unless  it  interferes 
with  speech,  eating  or  fabrication  of  a den- 
tal prosthesis.  The  other  lesion  is  more  grave 
for  it  is  a malignant  salivary  gland  tumor 
(adenocarcinoma)  arising  in  one  of  the  nu- 
merous minor  salivary  glands  of  the  hard 
palate.  The  hard  palate  is  a favored  location 


Fig.  2 

for  minor  salivary  gland  tumors  and  malig- 
nant transformation  in  a previously  benign 
adenoma  is  not  at  all  unusual.  Changes  sug- 
gesting this  transformation  includes:  (1) 
change  in  size,  (2)  ulceration,  (3)  pain  and 
(4)  paresthesia.  Treatment  in  this  case 
would  be  surgical  excision. 

PROBLEM  NO.  ONE: 

Which  lesion  represents  the  malignant  ne- 
oplasm? 
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Figure  one 
Figure  two 

SITUATION  NO.  TWO: 

Figure  three  depicts  an  exophytic,  asymp- 
tomatic, indurated  lesion  at  base  of  tongue 
in  a 50  year  old  male.  Compare  this  to  lesion 


Fig.  3 


in  figure  four  which  was  noted  following 
routine  oral  examination.  The  latter  lesion 
is  reddened,  irregular  on  surface  and  asymp- 
tomatic. 


Fig.  4 


One  of  these  lesions  is  an  invasive  carci- 
noma. Intraoral  carcinoma  is  distributed  as 
follows:  5 2 percent  occuring  on  posterior 
lateral  border  of  tongue,  14  percent  in  floor 
of  mouth  (Remember  to  Lift  Tongue 
and  Examine  This  Area),  12  percent  on 
gingivae,  10  percent  on  buccal  mucosa,  and 
12  percent  on  palate.  Squamous  cell  car- 


cinoma is  more  common  on  soft  palate  while 
adenocarcinoma  is  more  common  on  hard 
palate.  We  should  also  remember  that  oral 
cancer  is  generally  Non  Painful.  Modality 
of  treament  may  include  surgery,  radiother- 
apy or  combination  of  same.  The  other 
lesion  represents  a rudimentary  structure 
known  as  the  foliate  papilla.  These  struc- 
tures are  generally  bilateral  and  this  can  be 
noted  if  the  clinician  will  pull  the  tongue 
forward  to  the  right  then  left.  Interest- 
ingly, the  foliate  papilla  may  become  sec- 


ondarily inflamed  following  a pharyngitis 
(foliate  papillitis)  and  become  enlarged, 
reddened  and  symptomatic.  Biopsy  is  indi- 
cated in  equivocal  cases. 


Fig.  6 


PROBLEM  NO.  TWO: 

Which  lesion  is  the  carcinoma? 
Figure  three 
Figure  four 
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SITUATION  NO.  THREE: 

Since  cancer  of  the  tongue  constitutes 
one-half  of  all  intraoral  carcinoma,  many 
alerted  cancerphobes  will  note  peculiar 
changes  on  their  tongues.  Concluding  that 
they  have  "it”,  they  will  present  to  you  for 
a definitive  diagnosis.  Cancer  on  the  dorsum 
of  the  tongue  is  rare  but  may  be  associated 
with  luetic  glossitis  and  Plummer-Vinson 
Syndrome.  Not  infrequently  the  cancer- 
phobe  will  present  with  lesions  on  the  dor- 
sum of  the  tongue,  which  can  be  diagnosed 
clinically  as  discrete  entities  which  are  not 
cancer.  Under  these  conditions,  it’s  the  prac- 
titioner’s responsibility  to  reassure  the  pa- 
tient that  he  or  she  does  not  have  cancer. 
The  following  two  lesions  frequently  arouse 
patient’s  suspicion.  Are  you  acquainted  with 
them? 

In  examining  figure  five  note  that  lesion 
is  in  midline,  dorsal  aspect  of  tongue  and  is 
devoid  of  filiform  papillae.  It’s  just  anterior 
to  the  foramen  cecum,  asymptomatic  and 
has  been  present  since  birth.  Figure  six  on 
the  other  hand  reveals  numerous  irregular 
areas  devoid  of  filiform  papillae.  These  le- 
sions may  move  about  and  often  regress 
completely  only  to  recur  spontaneously. 
These  lesions  are  noted  at  any  age,  and  may 
be  associated  with  scrotal  tongue  (fissured 
tongue),  and  periods  of  anxiety.  Some  pa- 
tients complain  of  mild  glossodynia  follow- 
ing ingestion  of  highly  seasoned  foods  or 
citric  juices. 

Neither  lesion  is  premalignant,  but  you 
should  be  able  to  clinically  diagnose  these 
lesions  correctly.  One  is  known  as  geo- 
graphic tongue  (wandering  rash  of  tongue) 
and  the  other  is  a developmental  condition 
known  as  median  rhomboid  glossitis. 

PROBLEM  NO.  THREE: 

Which  lesion  is  the  geographic  tongue? 
(Hint — which  tongue  resembles  a map?) 

Figure  five 

Figure  six 


SO  FAR  YOU  ARE  DOING  QUITE 
WELL— WHO  SAID  TAKING  A QUIZ 
WASN’T  FUN? 


Fig.  8 


SITUATION  NO.  FOUR: 

Figure  seven  reveals  a 34  year  old  male 
with  swollen,  bleeding  gingivae.  There  is  an 
obvious  loss  of  normal  gingival  architecture. 
Family  dentist  has  scaled  and  cleaned  teeth, 
to  remove  possible  local  contributing  factors, 
such  as  calculus,  to  no  avail.  Patient  was 
referred  to  physician  for  more  definitive 
diagnosis  and  treatment.  Now  look  at  figure 
eight.  Here  we  note  a marked,  focal  altera- 
tion in  gingival  contour  accompanied  by 
redness  and  tenderness.  This  patient  is  a 
42  year  old  RN  cancerphobe. 

Are  you  still  with  us?  Well,  one  of  these 
lesions  is  an  overzealous  repair  phenomenon 
commonly  called  epulis  fissuration  (focal, 
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inflammatory,  fibrous  hyperplasia;  denture 
injury  tumor).  This  tumor,  which  is  not 
a true  neoplasm,  results  from  chronic  trau- 
ma; e.g.  poor-fitting  partial  denture.  Treat- 
ment would  be  surgical  excision  and  removal 
of  cause  which  in  this  case  was  a poor- 
fitting partial  denture.  Unless  etiological 
factor  is  removed  lesion  will  recur.  Compan- 
ion case  is  a specific  gingivitis  that  is  not  due 
to  local  factors,  but  rather  an  infiltrate  of 
abnormal  WBC’s:  this  is  leukemic  gingivitis. 


Fig.  9 

PROBLEM  NO.  FOUR: 

Which  gingival  abnormality  is  character- 
istic of  leukemic  gingivitis? 

Figure  seven 
Figure  eight 


Fig.  10 


SITUATION  NO.  FIVE: 

Upon  examination  of  figure  nine  you  will 
note  an  exophytic,  hemorrhagic  mass  of 


attached  gingival  tissue  almost  masking  the 
clinical  crown  of  the  mandibular  first  molar. 
This  tooth  is  badly  broken  down  by  dental 
caries.  Patient  is  a 43  year  old  male  who 
couldn’t  care  less  about  the  status  of  his 
mouth.  Patient  has  nontender  nodes  in  sub- 
mental  and  submaxillary  areas  on  same  side. 
Compare  this  picture  with  figure  ten.  This 
analogous  lesion  is  an  exophytic,  hemor- 
rhagic mass  surrounding  a mandibular  cus- 
pid. Patient  has  tender  lymphoadenopathy 
on  same  side. 

One  of  these  lesions  is  an  epidermoid  car- 
cinoma arising  from  the  gingiva.  Oral 
cancer  is  infrequently  found  in  mouths 
exhibiting  good  oral  hygiene  and  good  den- 
tistry. Moreover,  patients  often  have  social 
history  of  heavy  drinking  and  smoking.  The 
other  lesion  is  an  over  production  of  granu- 
lation tissue  due  to  nonspecific  infection 
following  local  irritation  to  mucous  mem- 
brane; i.e.,  jagged  carious  tooth,  dental 
calculus,  rough  dental  restoration,  etc.  It’s 
called  a pyogenic  granuloma  (pregnancy 
tumor)  and  bleeds  easily  when  manipu- 
lated. Treatment  would  be  surgical  excision 
and  removal  of  causative  factor.  Unfor- 
tunately, these  two  lesions  are  difficult  to 
tell  apart  clinically:  biopsy  is  indicated.  Can 
you  tell  which  one  is  malignant  without  a 
biopsy?  Would  you  stake  your  patient’s  life 
on  it? 

PROBLEM  NO.  FIVE: 

I guess  the  carcinoma  is: 

Figure  nine 

Figure  ten 


SITUATION  NO.  SIX: 

Past  the  age  of  3 5 most  teeth  are  lost  be- 
cause of  periodontal  disease  (pyorrhea)  and 
not  as  a sequela  to  dental  caries.  Clinical 
symptoms  of  periodontal  disease  include  in- 
flammation of  the  gingiva,  mobile  teeth 
due  to  loss  of  supporting  bone,  and  a 
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foul  taste  in  mouth.  Figures  eleven  and 
twelve  represent  periapical  dental  radio- 
graphs from  two  elderly  patients  each  pre- 
senting with  identical  clinical  symptoms  as 
described  for  periodontal  disease.  Yet,  one 
of  these  areas  is  a gingival  carcinoma  while 
the  other  is  an  advanced  periodontitis.  Can 
you  tell  which  one  is  cancer  by  the  symp- 
toms and  radiograph?  Circumspective  pro- 
cedure would  be  to  remove  teeth  and  send 
teeth  with  contiguous  soft  tissue  to  pathol- 
ogists as  biopsy  specimen  to  rule  out  cancer. 


Fig.  11 


Fig.  12 


PROBLEM  NO.  SIX: 

My  intuition  tells  me  that  carcinomatous 
changes  are  noted  in: 

Figure  eleven 

Figure  twelve 

Well,  it’s  over!  This  examination  was  not 
intended  to  be  difficult.  Its  chief  purpose 
was  twofold:  First,  to  awaken  you  to  the 


fact  that  the  diagnosis  of  oral  cancer  is  your 
responsibility.  The  second  goal  was  to  in- 
volve you  in  a learning  experience  which 
closely  approximates  problems  you  may  en- 
counter in  your  daily  practice.  Remember 
the  Real  Hope  for  Curing  Oral  Can- 
cer Is  Related  to  an  Early  Diagnosis. 
The  mouth  is  usually  open  and  not  hard  to 
examine.  Won’t  you  assume  your  responsi- 
bility now? 

Answers:  2,  3,  6,  7,  9,  12. 


Comments 

The  point  is  often  made  that  cancers  of 
various  sites  are  not  "early”  once  the  gross 
lesion  has  reached  the  size  that  the  patient 
or  the  physician  notice  it.  In  terms  of  the 
total  duration  of  the  tumor  itself,  this  is 
probably  true.  Nevertheless,  the  correlation 
of  tumor  size  with  prognosis  is  quite  definite 
for  many  forms  of  cancer,  among  them  oral 
cancer!  Although  oral  cancer  is  not  one  of 
our  leading  killers,  Dr.  Elzay  has  shown 
us  that  it  is  a problem  that  deserves  more 
attention  than  it  often  receives! 

Is  intraoral  examination  a part  of  your 
general  physical  examination?  Do  you  ask 
your  patient  to  remove  his  dentures  long 
enough  to  view  the  hidden  surfaces?  We 
hope  you  will  take  a much  closer  look  after 
being  stimulated  by  Dr.  Elzay’s  quiz  and 
discussion.  It  is  easier  to  treat  a small  intra- 
oral cancer,  and  the  likelihood  of  cure  is 
certainly  greater! 

The  Editors 
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^et’s  be  specific  about  Campbell’s  Soups... 
i and  Ac/Zac/m/  c/fcfo 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 


Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


TUESDAY 

_/i\ 


MONDAY 


SUNDAY 
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WEDNESDAY 
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FRIDAY 


THURSDAY 
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Ovulen  -21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 

by  weekdays...not  "cycle  days” 


Whether  it  be  “shopping  day/’  “bridge  day” 
or  “housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

7he  same  Ovulen  in  the  same  low  dosage . . . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  7 bree  Weeks  On — One  Week  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication — For  oral  contraception. 

Contraindications  — Thrombophlebitis  or  a history  of  thrombophlebitis 
or  pulmonary  embolism,  liver  dysfunction  or  disease,  known  or  suspected 
carcinoma  of  the  breasts  or  genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings  — Discontinue  medication  pending  examination  if  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or 
migraine  occurs.  Discontinue  if  papilledema  or  retinal  vascular  lesions 
occur.  Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  established, 
rule  out  pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possibility  of 
pregnancy  at  the  first  missed  withdrawal  flow  if  the  recommended  schedule 
has  not  been  followed.  The  active  ingredients  in  oral  contraceptives  have 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  significance 
of  this  to  the  infant  has  not  been  determined. 

Precautions  — The  pretreatment  physical  examination  should  specifically 
include  the  breasts,  pelvic  organs  and  a Papanicolaou  smear.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  Ovulen.  Such  tests 
should  be  repeated  two  months  after  stopping  the  medication  if  their  results 
were  abnormal  in  a woman  taking  Ovulen.  Pre-existing  fibroids  may 
enlarge  under  the  influence  of  progestin-estrogen  preparations.  Patients 
with  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  which 
conditions  might  be  influenced,  require  careful  observation  because  Ovulen 
may  cause  some  degree  of  fluid  retention. 

Ovulen  should  be  used  with  caution  in  patients  with  a history  of 
cerebrovascular  accident.  Nonfunctional  causes  should  be  considered  if 
breakthrough  bleeding  occurs.  Adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Carefully  observe  patients 
with  a history  of  psychic  depression  and  discontinue  the  medication  if 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Ovulen  use  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  Carefully  observe  diabetic  patients  during  Ovulen  use 
since  a decrease  in  glucose  tolerance  has  occurred  in  a few  such  patients. 
Physicians  should  be  alert  to  the  earliest  manifestations  of  thrombophlebitis 
and  pulmonary  embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives.  Use  Ovulen  judiciously  in  young 


patients  in  whom  bone  growth  is  not  complete  because  of  the  effects  of 
estrogens  on  epiphyseal  closure.  Age  is  no  absolute  limiting  factor,  although 
Ovulen  use  may  mask  the  onset  of  the  climacteric.  Pathologists  should  be 
informed  of  Ovulen  use  when  relevant  specimens  are  submitted. 

Side  effects  — The  following  adverse  reactions  have  been  observed  in 
varying  incidence  in  patients  taking  oral  contraceptives:  nausea,  vomiting, 
gastrointestinal  symptoms  (such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement, 
secretion),  change  in  weight  (increase  or  decrease),  changes  in  cervical 
erosions  and  secretions,  suppression  of  lactation  when  used  immediately  post 
partum,  cholestatic  jaundice,  migraine,  allergic  rash,  rise  in  blood  pressure 
in  susceptible  individuals  and  mental  depression. 

Although  the  following  side  effects  have  been  reported  in  users  of  oral 
contraceptives  no  cause  and  effect  relationship  has  been  established: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme  and  nodosum,  hemorrhagic  eruption  and  itching.  Thrombo- 
phlebitis, pulmonary  embolism  and  neuro-ocular  lesions  have  occurred  in 
users  of  oral  contraceptives,  although  a cause  and  effect  relationship  has 
been  neither  established  nor  disproved. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
Bromsulphalein®  and  other  hepatic  function  tests — increased;  coagulation 
tests,  including  prothrombin,  Factors  VII,  VIII,  IX  and  X — increased; 
thyroid  function  — increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine,  and  a decrease  in  T3  values;  metyrapone  test  and 
pregnanediol  determinations. 

Dosage  and  administration  - — One  tablet  of  Ovulen-21  daily  for  21 
consecutive  days,  beginning  five  days  after  the  onset  of  a menstrual  flow 
(the  first  day  of  menstruation  is  counted  as  day  1),  then  discontinued  for 
one  week.  If  Ovulen  is  started  later  than  day  5 after  menses  begins  another 
method  of  protection  is  used  until  the  first  seven  tablets  have  been  taken. 
Subsequent  21-day  courses  are  begun  on  the  eighth  day  after  the  last  tablet 
was  taken  in  the  preceding  cycle.  This  three  weeks  on  — one  week  off 
schedule  is  continued  whether  or  not  withdrawal  flow  has  begun,  flow  has 
ceased  or  spotting  or  breakthrough  bleeding  has  been  experienced. 

If  one  tablet  is  missed  it  is  to  be  taken  as  soon  as  it  is  remembered  and 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are  missed  the 
dosage  is  doubled  for  the  next  two  days,  then  the  regular  schedule  is 
resumed.  If  three  consecutive  tablets  are  missed  a new  tablet  cycle  is  started 
on  the  eighth  day  after  the  last  tablet  was  taken.  For  the  best  protection 
in  the  latter  two  instances  instruct  the  patient  to  use  another  method  of 
contraception  until  the  next  seven  consecutive  tablets  have  been  taken. 
The  possibility  of  ovulation  increases  with  each  successive  tablet  missed. 

Postpartum  administration  — Non-nursing  mothers  may  begin  Ovulen 
immediately  after  delivery  and  nursing  mothers  after  lactation  is  well 
established. 

Before  prescribing  see  Detailed  Product  Information. 

SEARLE  q £)  Searle  & Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 

Ovulen -2/ 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

three  weeks  on... one  week  off 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

r ° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial  j 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 
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Questions  of  Safety  Regarding  Oral  Con- 
traception 

Since  the  introduction  of  oral  contracep- 
tives, the  question  of  possible  health  hazards 
has  been  raised  from  time  to  time.  After  all, 
the  argument  runs,  "the  pill”  interferes  with 
normal  body  chemistry;  isn’t  it  likely  to  en- 
danger health?  The  usual  suggestion  is  that 
the  oral  contraceptive  causes,  or  could  cause, 
cancer;  the  risk  of  blood  clots  is  another 
objection  sometimes  raised. 

Despite  federal  government  studies  that 
indicated  the  safety  of  birth  control  pills, 
doubts  have  persisted.  At  least  one  women’s 
magazine  of  national  circulation  has  pub- 
lished material  calculated  to  frighten  women 
in  regard  to  the  safety  of  oral  contracep- 
tive use.  Some  doctors  of  medicine  and 
osteopathy  have  voiced  concern  about  the 
possible  consequences  of  contraception  by 
pill. 

In  accordance  with  a new  Food  and  Drug 
Administration  regulation,  a reference  to 
the  hazard  of  thrombophlebitis  will  soon 
appear  on  the  labels  of  birth  control  pill 
containers. 

Among  the  latest  of  the  reassurances,  on 
the  other  hand,  is  an  article  in  the  January- 
February  issue  of  The  Cancer  Bulletin.  "The 
Pill  and  Cancer”  notes  that  some  still  have 
questions  as  to  a possible  relationship  be- 
tween the  pills  and  cancer,  but  states  that 
three  "major  truths  are  emerging”  as  to  a 
pill-cancer  relationship: 

1.  Oral  contraceptives  are  not  carcino- 
genic. 

2.  Significantly  fewer  abnormal  cervical 
histologic  smears  are  found  among  women 
using  contraceptive  drugs;  and  the  inci- 
dence of  breast  cancer  is  less,  compared  with 
control  populations. 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

3.  With  their  progestogen  content,  oral 
contraceptives  may  have  "therapeutic  bene- 
fit for  patients  with  neoplastic  conditions”. 

The  article  refers  to  a number  of  studies 
indicating  that  women  using  oral  contra- 
ceptives are  less  likely  than  others  to  con- 
tract genital  or  breast  cancer.  Included  is 
the  suggestion  by  G.  Pincus  and  C.  R.  Garcia 
that  development  of  cervical  anaplasia  may 
be  prevented  in  users  of  "ovulation-inhibit- 
ing, estrogen-progestin  mixtures”  contained 
in  1 1 of  the  14  Food  and  Drug  Administra- 
tion-approved oral  contraceptives.  The 
magazine  notes  that  data  are  not  sufficient, 
however,  to  assess  the  effect  of  such  mix- 
tures on  established  lesions. 

It  is  suggested  that  the  regularity  of  the 
menstrual  cycle  in  users  of  oral  contracep- 
tives— presumably  attributable  to  constant 
hormonal  environment — is  accompanied  by 
a lack  of  abnormality  in  the  affected  tissues. 

As  to  the  danger  of  clots  from  use  of  birth 
control  pills,  the  United  States  government 
is  gathering  data  on  pill  complications.  In 
the  absence  of  conclusions  from  this  study, 
it  may  be  instructive  to  consider  material  on 
the  subject  published  in  the  British  Medical 
Journal  on  April  27,  1968,  keeping  in  mind 
that  British  disease  incidence  figures  may  not 
be  applicable  for  the  United  States. 

A statement  issued  by  the  Planned  Par- 
enthood Federation  of  America  in  May 
states  that  although  the  British  data  show 
that  a woman  on  contraceptive  pills  is  more 
prone  to  develop  clots  in  blood  vessels,  the 
likelihood  is  "extremely  slight”.  It  says  the 
British  figures  show  the  incidence  of  fatal 
outcome  from  use  of  birth  control  pills  is 
1.2  per  100,000  users  per  year  in  the  age 
group  20-34,  and  rises  to  3.4  per  100,000 
in  age  group  3 5-44. 
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The  risk  of  death  from  pregnancy  and 
delivery  is  22.8  per  100,000  in  the  20-34  age 
group,  and  57.6  in  the  older  group.  Having 
a baby,  Planned  Parenthood  concluded  from 
these  figures,  carries  18  times  the  risk  of 
taking  the  pill  for  the  younger  age  group 
and  17  times  the  risk  in  the  older. 

The  State  Department  of  Health  began 
supplying  oral  contraceptives  through  the 
local  health  departments  in  1961.  The  num- 
ber of  recipients  has  grown  to  approximately 
14,897  (such  a figure  can  be  only  a good 
approximation,  since  it  changes  weekly  as 
new  users  begin  taking  the  pills  and  others 
decide  to  attempt  to  start  families) . 

The  Department  dispensed  25,731  pack- 
ages of  oral  contraceptives  to  local  health 
departments  in  1964.  The  total  more  than 
doubled  the  following  year,  reaching  5 5,181 


packages.  It  almost  doubled  again  in  1966 
with  91,13  5. 

With  an  almost  fourfold  increase  in  two 
years,  it  might  have  been  expected  that  a 
leveling  off  would  occur  last  year.  The  dis- 
tribution totals,  however,  showed  the  num- 
ber of  packages  distributed  almost  doubled 
again,  with  176,091  recorded. 

Such  increases  in  the  demand  for  the  oral 
contraceptives  would  appear  to  indicate  a 
growing  number  of  couples  wishing  to  limit 
their  families.  The  lowest  birth  rate  in 
Virginia  history  last  year  supports  this  as- 
sumption. It  also  may  mean  increasing 
confidence  in  the  safety  of  the  pills,  both  as 
contraceptives  and  as  substances  not  in- 
jurious to  the  health  of  the  vast  majority 
of  women  using  them. 

That  confidence  appears  to  be  shared  both 
by  the  users  and  their  physicians. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


June 

June 

Jan.- 

June 

Jan.- 

June 

1968 

1967 

19-68 

1967 

Brucellosis  

9 

5 

27 

27 

Diphtheria 

0 

0 

0 

0 

Hepatitis 

36 

56 

236 

417 

Meningitis  (Aseptic) 

0 

0 

2 

4 

Meningococcal  Infections  __ 

__  S 

4 

27 

26 

Poliomyelitis 

0 

0 

0 

0 

Rocky  Mt.  Spotted  Fever 

8 

5 

21 

9 

Rubella 

89 

92 

518 

489 

Rubeola 

64 

180 

283 

1930 

Streptococcal  Sore  Throat  __ 

__1043 

897 

8444 

8753 

(including  Scarlet  Fever) 

Tularemia 

0 

0 

1 

0 

Typhoid  Fever 

1 

0 

5 

2 

Rabies  (in  animals) 

9 

17 

85 

147 

Venereal  Diseases 

Syphilis 

153 

172 

867 

1080 

Gonorrhea 

860 

755 

4634 

4421 

Other  - - 

0 

3 

8 

11 
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Indications  for  EEG  in  Children  without 

Convulsive  Disorder 

In  the  public  schools  of  Hampton  and 
Newport  News  there  are  over  57,000  pupils 
and  it  is  anticipated  that  5,900  first  graders 
will  enroll  for  the  next  school  year.  A thor- 
ough physical  examination  is  recommended 
before  school  is  entered  and  during  their  first 
years  in  school  the  children  are  studied  and 
judged  in  different  ways,  both  as  to  their 
physical  and  mental  development.  Some 
time  in  the  future  a refined  neurological 
screening  test  may  be  available.  To  do  an 
EEG  on  all  our  school  children  today  would, 
of  course,  be  impossible.  Nevertheless,  there 
are  quite  a few  children,  particularly  in  the 
lower  grades,  who  are  misjudged  by  parents 
and  teachers  alike  because  of  minimal  brain 
damage.  Mild  cerebral  dysrhythmia  and 
even  some  convulsive  disorders  are  not  read- 
ily recognized. 

Physicians  are  well  familiar  with  the  value 
of  EEG  studies,  but  in  busy  pediatric  prac- 
tice a guide  line  for  referrals  may  be  helpful. 
This  need  may  be  illustrated  by  the  strange 
case  of  a little  boy  referred  by  a teacher  who 
complained  that  he  could  not  stay  in  line 
but  walked  off  from  the  other  children 
without  knowing  where  he  was  going.  EEG 
studies  showed  petit  mal  epilepsy.  A selec- 
tion is,  however,  necessary  from  a practical 
point  of  view  because  of  the  numerous 
patients  with  obscure  neurological  and  psy- 
chiatric symptomatology.  Children  hos- 
pitalized for  such  reasons  should  always  have 
an  EEG  as  part  of  a complete  study.  How- 
ever, in  an  outpatient  clinic  for  nervous  and 
disturbed  children  it  would  be  impossible  at 
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the  present  time  to  make  EEG  studies  part 
of  the  routine.  It  is,  therefore,  necessary  to 
rely  on  observant  parents,  understanding 
teachers  and  alert  physicians  to  make  the 
proper  selection. 

In  order  to  get  an  idea  of  the  reasons  for 
EEG  referrals  of  children  to  a community 
hospital  in  a middle-sized  metropolitan  area, 
a review  was  done  of  all  EEGs  in  the  years 
of  1966  and  1967  at  Riverside  Hospital, 
Newport  News.  During  this  period  a total 
of  2,694  EEGs  were  done.  One  thousand 
eight  hundred  and  twenty-three  were 
adults,  and  871  were  children  under  sixteen. 
In  the  adult  group,  60%  of  the  records  were 
found  to  be  normal  and  40%  abnormal. 
Among  the  children’s  EEGs,  47%  were 
normal  and  53%  abnormal.  In  the  abnor- 
mal group  was  included  the  borderline  ab- 
normal, the  mildly  abnormal  and  the  spe- 
cific abnormal  EEGs.  In  the  children’s 
group,  the  repeat  EEGs  and  deferred  records 
were  excluded  and  3 5 2 abnormal  EEGs  were 
studied  in  detail.  The  reasons  for  referral 
in  these  cases  are  shown  in  Table  I. 

Table  I — Principal  reason  for  referral  in 
a group  of  abnormal  children’s  EEGs  1966- 
67: 


1.  Known  convulsions 105 

2.  Trauma  67 

3.  Headaches  and  dizziness 57 

4.  Blackouts 30 

5.  Behavioral  disorder  and  slowness  in  school  29 

6.  Nausea  and  abdominal  pain 19 

7.  Bedwetting  17 

8.  Birth  injury  and  congenital  defects 13 

9.  Loss  of  balance  and  clumsiness 7 

10.  Fever  of  unknown  cause  6 

11.  Febrile  convulsions 2 


The  most  common  abnormality  found  in 
children  without  known  convulsive  disorder 
was  that  of  mild  dysrhythmia  characterized 
by  irregular  activity,  paroxysmal  slowing 
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and  strong  build-up  on  H.  V.  prolonged 
after  termination.  In  successive  order  were 
found  excessive  slow  activity,  single  spikes 
and  atypical  discharges,  six  and  fourteen  per 
second  positive  spikes,  typical  petit  mal 
seizure  discharges,  spike  and  slow  wave  dis- 
charges, mixed  and  grand  mal  discharges. 
The  following  five  cases  are  reported  as  a 
clinical  demonstration. 

Case  #5  666 — An  eight-year-old  boy 
from  an  unhappy  home  referred  to  a 
mental  hygiene  clinic  because  of  dis- 
turbed behavior  and  failure  in  school. 
EEG  showed  excessive  slowing  and  fre- 
quent seizure  discharges  consistent  with 
brain  damage  and  atypical  convulsive 
disorder. 

Case  #6722 — A nine-year-old  girl  whose 
only  complaint  was  that  of  headaches. 
EEG  showed  petit  mal  epilepsy. 

Case  #5952 — A five-year-old  boy  with 
loss  of  balance  and  showing  disinterest 
in  play.  EEG  showed  mild  L.T.  focal 
slowing.  Neurosurgical  diagnosis,  brain 
tumor. 

Case  #67  28 — A sixteen-year-old  boy 
with  slowness  in  school.  EEG  showed 
minor  spike  discharge  focal  in  R.  F.- 
R.  C.  area. 

Case  #6  815 — A four-and-a-half-year- 
old  girl  complaining  of  headaches  for 
two  years.  EEG  showed  paroxysmal 
slowing  in  L.  T.  area. 

The  statistics  in  Table  I are  really  born 
of  the  good  judgment  of  the  physicians  in 
this  area  and  actually  indicate  in  diminishing 
order  good  reasons  for  EEG  studies.  Some 
qualifying  remarks  are,  however,  necessary 
since  experience  with  children  will  show 
that  every  child,  at  one  time  or  another,  has 
a head  injury,  at  least  a temporary  disturb- 
ance of  behavior  or  difficulty  in  school,  and 
once,  if  not  more  often  during  childhood, 
some  unexplained,  obscure  symptoms. 

It  would  really  be  desirable  to  do  an  EEG 
on  all  children  with  persistent  emotional 


problems,  conduct  disturbance,  learning 
problems,  neurological  deficits  and  obscure 
symptoms  such  as  headaches,  dizziness,  ab- 
dominal pain;  also,  poor  coordination,  dis- 
turbed sleep,  not  to  mention  staring  and 
daydreaming,  and  maybe  bedwetting.  The 
physician  will  first  of  all  be  guided  by  the 
episodical  nature  of  the  symptoms  and  lack 
of  obvious  explanations.  Next,  would  be 
awareness  of  precipitating  factors,  such  as 
hyperventilation  during  play  and  a child’s 
unnatural  restraint  of  play  activities.  An 
example  of  emotional  stress  was  illustrated 
by  a boy  who  suddenly  found  himself 
cornered  in  a chess  game,  grabbed  his  head, 
sank  down  on  the  table  for  about  ten  sec- 
onds, and  afterwards  complained  of  head- 
ache, but  did  not  remember  how  he  lost  the 
game.  His  EEG  showed  a convulsive  pat- 
tern. Persistence  of  a symptom  and  unre- 
sponsiveness to  treatment  is  always  an  indi- 
cation for  further  studies  in  medicine.  Of 
more  specific  help  is  a detailed  history  with 
repeated  inquiries  into  pregnancy  and  birth, 
injuries  and  prolonged  childhood  diseases  or 
undiagnosed  fevers.  The  importance  of 
family  history  is  illustrated  by  the  case  of 
two  siblings  with  almost  identical  dysrhyth- 
mic  EEG  pattern,  an  eleven-year-old  boy 
referred  because  of  headaches  and  then  the 
year  after  the  four-year-old  sister  referred 
because  of  frequent  stumbling  and  falling. 
By  further  questioning,  it  was  found  that 
the  mother  had  headaches  as  a child,  and  as 
an  adult  episodes  of  migraine.  Another  ex- 
ample indicates  the  genetic  trait  in  epilepsy, 
as  well  as  the  discrepancy  which  at  times 
occurs  between  clinical  symptoms  and  EEG 
findings.  A teenage  girl  with  convulsions 
had  a mildly  abnormal  EEG,  while  the  iden- 
tical twin  sister  who  was  symptom  free  had 
a very  abnormal  EEG  with  convulsive  pat- 
tern. The  importance  of  EEG  in  children 
with  significant  trauma  and  recognized 
chronic  brain  disorders  is  more  obvious  than 
in  the  cases  referred  to  above  as  obscure,  and 
the  records  may  be  particularly  useful  for 
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future  references.  In  all  cases,  however,  a 
selection  is  necessary  and  it  is  then  the  fa- 
miliar role  of  the  physician  to  pass  judgment 
in  the  wide  range  of  conditions,  such  as  sus- 
pected convulsive  disorder,  puzzling  visual 
defect,  strange  behavior,  or  an  unexplained 
fever. 

The  1966-67  records  on  EEGs  at  River- 
side Hospital  are  not  suitable  for  a valid 


statistical  study,  and  the  survey  is  mainly 
looked  upon  as  a clinical  demonstration. 
Consequently,  no  conclusions  are  made,  but 
it  is  hoped  that  the  guidelines  may  have  some 
practical  value  in  leading  to  the  recognition 
that  a bizarre  symptom  in  a child  may  be 
indicative  of  an  organic  condition  rather 
than  the  more  commonly  assumed  psycho- 
logical one. 


The  American  Husband 


The  majority  of  American  men  marry 
and  establish  their  own  homes  at  a relatively 
early  age,  and  bear  the  chief  responsibility 
for  financial  support  of  a family  throughout 
their  working  lives. 

A large  proportion  of  our  married  men 
are  at  the  ages  when  they  begin  raising  and 
educating  their  children.  In  1967  over  one 
quarter  had  not  yet  reached  age  3 5 and  an 
additional  quarter  were  3 5-44  years  old.  The 
married  men  aged  65  and  over  have  been 
increasing  in  number,  and  now  exceed  5.8 
million,  or  one  eighth  of  all  married  men. 
About  3.3  million  of  these  husbands,  many 
of  whom  are  retired  from  active  business 
life,  have  wives  who  are  also  65  years  of  age 
or  older. 

Only  about  36  percent  of  our  married 
men  make  their  home  in  small  urban  or 
rural  communities.  Almost  two  thirds  live 
in  metropolitan  areas  (standard  metropoli- 
tan statistical  areas),  with  the  suburbs  fa- 
vored over  the  central  cities. 

Virtually  all  husbands  maintain  homes  for 
their  families.  Only  about  6 percent  either 
live  apart  from  their  wives,  or  live  with 
them  in  someone  else’s  household.  This  latter 
group  is  typified  by  young  newlyweds  who 
share  living  quarters  with  their  parents  or 
other  close  relative  until  they  are  able  to 
set  up  a home  of  their  own. 

Three  out  of  five  married  couples  have  at 
least  one  of  their  own  children  under  age  18 
living  with  them,  but  the  proportion  de- 


clines as  the  family  matures.  When  the  hus- 
band is  in  his  late  twenties,  four  out  of  five 
couples  are  responsible  for  at  least  one  young 
child  and  one  in  four  has  three  or  more  chil- 
dren in  their  care.  The  head  of  a moderately 
large  family  is  most  commonly  a husband 
30-44  years  old.  Nearly  half  of  the  fami- 
lies of  this  size  have  three  or  more  children 
living  with  them.  After  the  husband’s  45th 
birthday,  the  number  of  children  in  the 
family  decreases  sharply:  the  offspring  go 
off  to  school,  marry,  or  leave  home  for  other 
reasons.  Nevertheless,  there  are  about  360,- 
000  young  children  living  in  families  in 
which  the  husband  is  65  years  or  over. 

At  ages  2 5-44,  when  family  responsibili- 
ties are  at  a maximum,  98  percent  of  all 
husbands  are  in  the  labor  force.  The  pro- 
portion declines  with  advance  in  age,  but 
still  is  almost  87  percent  at  ages  5 5-64  years. 
Thereafter,  it  drops  sharply  as  increasing 
numbers  retire,  become  disabled,  or  find  it 
impossible  to  obtain  employment.  Though 
in  most  families  the  husband  is  the  principal 
breadwinner,  an  increasing  number  of  wives 
are  supplementing  their  families’  income 
either  by  working  part  time  or  temporarily, 
or  by  resuming  a career  interrupted  while 
the  children  were  of  tender  years.  At  pres- 
ent, in  one  out  of  three  families  both  the 
husband  and  wife  are  in  the  labor  force. 

(Statistical  Bulletin,  Metropolitan  Life 

Insurance  Company) 
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Rubella:  Its  Diagnosis,  Its  Role  in  Tera- 

togenesis  and  Its  Prevention 

Rubella  is  a mild  exanthematous  disease 
of  viral  etiology  common  in  childhood  and 
young  adulthood.  The  disease  acquires  par- 
ticular significance  in  pregnant  women  be- 
cause of  the  marked  teratogenic  potential 
of  the  virus  during  the  first  trimester  of 
pregnancy. 

The  rubella  virus  (RV)  is  presently  clas- 
sified as  a pseudoparamyxovirus  containing 
RNA  and  measuring  between  15  0-200  mf- 
in  diameter.  RV  is  relatively  sensitive  to 
heat,  extreme  of  pH  and  chemical  agents. 
Optimum  temperature  for  its  preservation 
is  -70°C. 

Ether  and  chloroform  eliminate  the  in- 
fectivity  of  the  virus  demonstrating  that 
lipid  is  an  essential  part  of  the  virion.  Ru- 
bella virus  was  isolated  and  identified  inde- 
pendently by  Drs.  P.  D.  Parkman  et  al.  and 
T.  H.  Weller  et  al.  in  1961.  Subsequently, 
it  was  found  in  vitro  that  multiplication 
occurs  in  a variety  of  primary  and  hetero- 
ploid  cells  in  culture.  No  major  antigenic 
variations  have  been  found  among  the  pres- 
ently four  known  rubella  virus  strains, 
which  lends  support  to  the  generally  ac- 
cepted notion  that  once  one  had  had  rubella 
he  is  immune  to  subsequent  infections. 

Infection  is  believed  to  occur  via  the 
respiratory  tract  with  an  interval  of  12  to 
23  days  between  the  initial  exposure  and  the 
appearance  of  the  exanthem.  A prodromal 
period  usually  is  present  including  malaise, 
fever,  headache,  sore  throat,  and  conjunc- 
tival irritation.  Occasionally  the  individual 
may  be  asymptomatic.  The  exanthem  can 
be  characterized  by  a rash  which  may  last 
2-3  days  and  commonly  appears  first  on  the 
face  around  the  hairline  as  pinkrose  macules 
and  subsequently  spreads  downward  to  the 
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remainder  of  the  body.  Lymphadenopathy 
may  develop  a week  or  more  before  the  rash 
with  particular  involvement  of  the  posterior 
cervical,  posterior  auricular  and  suboccipital 
nodes.  In  epidemic  form  rubella  classically 
appears  in  late  winter  and  spring  months  in 
temperate  zones.  There  are  epidemic  peaks 
with  an  interval  of  about  seven  years  which 
build  up  and  recede  gradually;  the  next  peak 
is  expected  around  1971. 

The  largest  epidemic  in  twenty  years  oc- 
curred in  the  spring  of  1964  and  resulted  in 
increased  numbers  of  babies  with  rubella 
syndrome  after  September,  1964.  Thorough 
epidemiological  and  research  oriented  studies 
documented  some  significant  findings.  One 
of  the  most  important  was  that  infants  con- 
tinue to  be  infectious  with  virus  being  found 
particularly  in  the  throat  and  CSF  for  up 
to  18  months  after  birth.  Congenitally  in- 
fected infants  are  capable  of  transmitting 
rubella  to  susceptible  contacts  such  as  nurses 
and  physicians  caring  for  the  infants,  and 
this  presents  a serious  hazard  to  women  in 
the  first  trimester  of  pregnancy.  Infants 
who  appear  normal  but  who  shed  virus  have 
been  born  to  mothers  who  had  clinical  ru- 
bella in  the  first  trimester,  or  who  were  in 
contact  with  rubella  during  this  period  and 
who  may  have  had  subclinical  infections. 
Rubella  without  rash  may  occur  and  this  is 
important  because  it  is  now  known  that 
inapparent  rubella  infection  acquired  dur- 
ing pregnancy  has  the  same  deleterious  effect 
on  the  fetus  as  rubella  with  the  rash.  RV 
has  been  recovered  from  fetuses  obtained 
by  therapeutic  abortion  from  women  1-4 
weeks  after  they  contracted  the  disease.  It 
has  been  thought  that  since  the  reservoir  of 
rubella  is  limited  to  man,  the  combination 
of  virus  replication  in  the  fetus  and  dissem- 
ination of  virus  by  the  newborn  infant  may 
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be  an  efficient  way  to  assure  "over  winter- 
ing” from  one  year  to  the  next. 

The  epidemiologic  discovery  of  the  rela- 
tion between  maternal  rubella  infection  and 
fetal  abnormalities  strengthened  research 
efforts  on  other  viral  agents  causing  con- 
genital malformations.  Viral  teratology  is 
a complex  problem  involving  as  it  does  re- 
sistance in  the  mother  to  a particular  viral 
agent;  transmission,  multiplication  or  ob- 
struction by  the  placenta  of  the  virus  itself 
or  its  metabolic  products;  susceptibility  of 
the  embryo  or  fetus  to  infection  or  injury 
with  variable  responses  over  time  to  such 
insults;  and  the  clinical  and  laboratory  cor- 
relation of  abnormalities  with  proof  of  in- 
fection. Viral  infection  of  a cell  has  prin- 
cipally four  effects:  lytic  replication,  non- 
lytic  replication  without  cell  destruction, 
nonlytic  replication  with  cell  proliferation, 
and  proliferation  of  cells  without  viral 
replication. 

RV,  perhaps  the  most  interesting  virus 
from  the  point  of  view  of  congenital  mal- 
formations, inhibits  in  its  replicative  cycle 
the  normal  protein  synthesis  mechanism  and 
the  interaction  of  the  nucleus  with  the  cyto- 
plasmic content  of  the  host  cell.  This  action 
results  in  diminished  proliferation  and  a 
truncated  life  expectancy  of  the  infected 
cell.  It  is  perhaps  because  of  this  action 
that  RV  can  continue  to  damage  products 
of  conception  throughout  and  beyond  ges- 
tation. The  consequences  of  fetal  infection 


during  the  first  trimester  of  pregnancy  re- 
sult in  congenital  rubella  and  the  assumed 
pathogenesis  is  described  in  Table  I. 

Some  recent  prospective  investigations 
have  discredited  the  original  high  estimates 
of  risk  of  fetal  damage  associated  with  ma- 
ternal rubella,  but  two  factors  deserve  fur- 
ther attention.  First,  damage  present  at 
birth  may  not  become  apparent  for  several 
years.  Secondly,  virologic  studies  now  indi- 
cate a high  frequency  of  clinically  inap- 
parent  infections.  Therefore,  in  epidemic 
periods  it  is  possible  that  a significant  pro- 
portion of  congenital  damage  heretofore 
assigned  to  normal  pregnancies  actually  may 
be  due  to  rubella.  It  is  significant  that  spon- 
taneous abortion  is  2-4  times  more  frequent 
in  rubella-complicated  pregnancies  than  in 
noncomplicated  ones. 

The  rubella  syndrome  has  produced  nu- 
merous clinical  abnormalities  the  majority 
of  which  are  listed  in  Table  II. 


Table  II 

Clinical  Manifestations 


^ Patent  Ductus 

Pulmonary  Stenosis  and 
Coarctation 
Myocardial  Necrosis 

Cataracts 

Glaucoma 

Chorioretinitis 

Microphthalmia 

Megakaryocyte  Inhibition 
Lymphadenopathy 
Normocytic  Anemia 


Encephalitis 
Microcephaly 
Retardation 
“Cerebral  Palsy’’ 

Osseous  Rarefaction 
Giant  Cell  Hepatitis 
Biliary  Cirrhosis 

Hypogammaglobulinemia 
Interstitial  Pneumonitis 


/ 

/ 

Mild  Metabolic 
Derangement 

Mitotic  inhibition 
Mental  retardation 
Growth  retardation 


Severe  Metabolic 
Derangement 

Cytopathic  effects  in 
cochlea  and  lens 


Cochlear  Degeneration 
Stapes  Fixation 

Growth  Retardation 


Esophageal  Atresia 

Hypospadia  and 
Miscellaneous 


Table  I 

Probable  Pathogenesis 

1.  Maternal  viremia 

2.  Placental  infection 

3.  Panembryonic  infection 

4.  Chronic  infection  RV  can  be  recovered  from  the  naso- 

pharynx of  75%  to  90%  of  rubella  syn- 
drome infants  at  birth  and  it  has  been  noted 
that  the  virus  disappears  from  the  naso- 
pharynx at  a fairly  constant  rate  over  the 
first  year.  Some  severely  affected  infants 
continue  to  excrete  virus  for  longer  periods 
of  time  and  remain  infectious  for  contacts. 

In  the  clinical  differential  diagnosis  one 
must  consider  measles,  scarlet  fever,  infec- 
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tious  mononucleosis  and  toxic  erythematous 
rashes.  In  addition,  roseola  infantum,  ery- 
thema infectiosum,  dengue  and  other  viral 
exanthemata  must  be  considered. 

Laboratory  evaluation  is  diagnostic  and 
helpful  in  aiding  clinical  evaluation  as  well 
as  in  research  and  epidemiological  survey. 
Hematologic  changes  are  not  specific  and 
show  variable  findings  of  lymphocytosis, 
plasmacytosis  and  leukopenia.  Rubella  an- 
tibody tests  are  generally  used  for  the  fol- 
lowing purposes:  the  diagnosis  of  infection, 
detection  of  immunity  (long  after  infec- 
tion) , and  the  evaluation  of  vaccine  efficacy. 
Table  III  illustrates  the  more  important  im- 
munological tests  that  have  been  used. 

Table  III 

Laboratory  Tests  in  the  Diagnosis  of  Rubella 

Test  Time  Specimens  Interpretation 

Obtained  of  Results 

Development  of 
CF  antibodies 
strongly  suggests 
recent  infection. 
Specimen  obtained 
during  eruption 
usually  negative. 
Titer  of  8 or  more 
in  convalescent 
specimen  when 
acute  serum  not 
available,  consis- 
tent with  recent 
rubella,  though  not 
absolute  proof. 

Specimen  obtained 
during  eruption 
may  have  anti- 
bodies; second 
should  show  four- 
fold rise.  If  anti- 
bodies present  at 
time  of  exposure  to 
rubella,  individual 
is  immune. 

Development  of 
antibodies  proves 
recent  infection. 
Single  specimen 
not  useful. 


(3)  Fluorescent 
Antibody 


Early  as  possible, 
and  two  weeks 
later. 


(1)  Complement 
Fixing 
Antibody 


Early  as  possible, 
and  two  weeks 
later. 


(2)  Neutralizing  Early  as  possible, 
Antibody  and  two  weeks 
later. 


(4)  Hemaggluti-  Early  as  possible, 
nation  Inhibit-  and  two  weeks 
ing  Antibody  later. 


Rapid  test.  Signifi- 
cance apparently 
similar  to  neu- 
tralizing antibody. 


Apparently,  neutralizing  antibodies  de- 
velop with  the  rash,  suggesting  but  not 
proving  that  the  rash  might  be  an  immuno- 
logic phenomenon,  and  these  antibodies  rise 
for  two  weeks  and  it  is  doubtful  that  a "di- 
agnostic titer  rise”  can  be  established  if  the 
first  specimen  is  obtained  after  that  time. 
Neutralizing  antibodies  are  believed  to  last 
for  life.  Complement  fixing  antibodies  tend 
to  appear  several  days  to  a week  after  infec- 
tion, reaching  a peak  in  about  a month  and 
declining  to  negligible  levels  (1:4)  at  1-3 
years. 

Fluorescent  antibody  evaluation  has  had 
varying  success.  This  antibody  develops  soon 
after  the  disease  but  may  fall  to  undetect- 
able levels  years  later.  This  indirect  fluores- 
cent antibody  test  has  been  valuable  in  the 
diagnosis  of  acute  infections  although  tech- 
nically it  can  be  a time-consuming  and  dif- 
ficult test  to  carry  out. 

Recently,  a simple  hemagglutination-in- 
hibition test  has  been  developed  which  will 
replace  the  neutralizing  test  for  routine  de- 
termination of  antibodies,  since  it  is  faster 
and  equally  as  sensitive. 

Some  methods  of  prevention  which  have 
been  used  are  isolation  of  babies  with  the 
rubella  syndrome,  deliberate  exposure  of 
girls  to  rubella  before  they  reach  the  child- 
bearing age,  and  the  administration  of 
gamma  globulin  which  has  had  no  reliable 
results.  Presently,  the  problem  of  clinical 
significance  is  the  handling  of  the  susceptible 
woman  who  is  exposed  to  rubella  during  the 
first  trimester  of  pregnancy.  There  have 
been  arguments  pro  and  con  for  interrup- 
tion of  pregnancy  in  those  susceptible  wom- 
en who  were  exposed  in  the  first  trimester 
of  pregnancy  and  it  appears  that  an  increas- 
ing majority  of  physicians  favor  interrup- 
tion in  view  of  clinical  and  epidemiological 
evidence  gathered  after  the  1964  epidemic. 

Since  the  initial  isolation  of  the  rubella 
virus  in  1961  and  with  the  knowledge  of 
associated  viral  teratogenesis,  the  need  for 
production  of  a rubella  vaccine  has  been 
imminent.  A rubella  virus  strain  used  in  the 
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preparation  of  a live  virus  vaccine  should  be 
attenuated,  immunologic  and  noncommu- 
nicable.  It  is  also  desirable  for  the  material 
to  be  nonteratogenic. 

A rubella  virus  strain  was  passed  many 
times  in  African  Green  Monkey  Kidney  cell 
cultures  and  the  virus  from  each  passage  was 
systematically  evaluated.  The  virus  tested 
from  the  77th  passage  (High  Passage  Virus- 
77;  attenuated  strain)  appeared  promising 
because  it  did  not  produce  viremia,  virus 
shedding  and  communicability  in  studies 
with  monkeys.  Some  other  strains  are  being 
investigated  for  possible  large  scale  use  as 
attenuated  vaccines.  Many  clinical  studies 
are  underway  at  the  present  time  using  the 
HPV-77  strain  and  include  long-term  mon- 
itoring of  antibody  levels.  Virus  was  cul- 
tured from  some  of  the  vaccinated  children 
and  it  was  found  to  maintain  the  character- 
istics of  the  attenuated  strain.  Thus,  one 
human  passage  did  not  appear  to  alter  its 
biologic  properties.  The  HPV-77  strain 
produces  no  clinical  reactions,  yet  it  has 
elicited  an  antibody  response  in  about  96% 
of  susceptible  individuals  inoculated  sub- 
cutaneously. 

One  of  the  main  problems  that  will  evolve 
as  immunization  is  carried  out  has  to  do 
with  the  unwanted  spread  of  infection  from 
the  person  being  vaccinated  to  women  in 


the  childbearing  period.  This  situation  will 
no  longer  be  a menace  once  a solid  immunity 
of  the  population  has  been  obtained.  This 
risk  will  certainly  be  worthwhile  in  order 
to  achieve  the  control  of  a major  disease. 
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Division  of  Clinical  Pathology 
Medical  College  of  Virginia 
Richmond , Virginia 


Clinical  Center  Study  of  Patients  with  Ewing’s  Sarcoma 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  Ewing’s 
Sarcoma  for  a continuing  study  being  con- 
ducted by  the  Radiation  Branch  of  the 
National  Cancer  Institute  at  the  Clinical 
Center,  National  Institutes  of  Health,  Be- 
thesda,  Maryland. 

Patients  who  have  received  no  treatment 
are  preferred,  but  selected  patients  with  pre- 
vious thrapy  will  also  be  accepted  for  admis- 
sion as  inpatients.  Upon  completion  of  their 


studies,  patients  will  be  returned  to  the  care 
of  the  referring  physician,  who  will  receive 
a summary  of  findings. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  this  study 
may  write  or  telephone:  Ralph  E.  Johnson, 
M.D.,  Clinical  Center,  Room  B1B-41B,  Na- 
tional Institutes  of  Health,  Bethesda,  Mary- 
land 20014.  Telephone:  496-5457  (Area 
Code  301) 
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The  Medical  Society  of  Virginia  . . . . 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  on  Sunday,  April  28,  at  Society 
headquarters. 

Members  Present:  Dr.  Thomas  W.  Murrell,  Jr., 
President,  Dr.  F.  Ashton  Carmines,  Dr.  K.  K.  Wal- 
lace, Dr.  W.  Leonard  Weyl,  Dr.  Mack  I.  Shanholtz, 
Dr.  Harry  J.  Warthen,  Dr.  W.  Callier  Salley,  Dr. 
William  S.  Hotchkiss,  Dr.  William  R.  Hill,  Dr.  Wil- 
liam Grossmann,  Dr.  James  C.  Respess,  Dr.  Carl  E. 
Stark,  and  Dr.  Carl  P.  Parker,  Jr. 

Others  Present:  Dr.  Alexander  McCausland,  Dr. 
McLemore  Birdsong,  Dr.  Harry  C.  Bates,  Dr.  Hiram 
W.  Davis,  Dr.  Hunter  McGuire,  Jr.,  Dr.  Fitzhugh 
Mayo,  and  Dr.  Eugene  Perez. 

Bond  Issues 

Dr.  Murrell  reported  that  the  Society’s  Committee 
on  Mental  Health  had  unanimously  recommended 
that  Council  endorse  the  bond  issues  for  mental  health 
and  higher  education  to  be  voted  on  in  November. 
Over  $80  million  is  involved  and  the  outcome  could 
be  extremely  close — particularly  since  the  national 
elections  will  undoubtedly  have  a considerable  in- 
fluence. 

A motion  by  Dr.  Stark  to  support  the  bond  issues 
for  mental  health  and  higher  education  teas  seconded 
and  adopted. 

Life  Insurance 

A recent  survey  of  the  membership  has  indicated 
an  interest  in  group  life  insurance.  Consequently, 
the  Insurance  Committee  of  the  Society  has  consid- 
ered a number  of  proposals  and  recommended  that 
The  Medical  Society  of  Virginia  sponsor  that  under- 
written by  Northwestern  National  Life  Insurance 
Company  and  administered  by  the  John  E.  Woodward 
Agency  of  Richmond.  The  program  was  reported 
to  be  quite  flexible  and  attractive  to  physicians  in 
the  middle  and  upper  age  groups. 

Dr.  Hill  moved  that  The  Medical  Society  of  Vir- 
ginia approve  the  Insurance  Committee’s  recommen- 
dation and  sponsor  the  group  life  program  under- 
written by  Northwestern  National.  The  motion  teas 
seconded  and  adopted. 


Vocational  Rehabilitation 

Dr.  McCausland,  speaking  as  Chairman  of  the  So- 
ciety’s Rehabilitation  Committee,  reported  that  there 
will  quite  likely  be  some  changes  made  in  the  medical 
aspects  of  the  State  Vocational  Rehabilitation  Pro- 
gram. These  changes  will  be  made  because  of  the 
cost  factor  and  will  undoubtedly  result  in  a consid- 
erable curtailment  of  services. 

Dr.  McCausland  went  on  to  express  regret  that 
the  program  would  be  changed  and  stated  that,  in 
his  opinion,  physical  rehabilitation  was  just  as  im- 
portant as  vocational  rehabilitation.  It  was  learned 
that  Virginia  physicians  have  rallied  to  the  support 
of  the  program  over  the  years  and  have  been  one  of 
the  principal  sources  of  referrals.  Approximately 
96%  of  physician  referrals  have  been  accepted. 

Dr.  McCausland  believed  that  the  over-all  cost 
of  the  program  could  be  cut  considerably  by  being 
more  realistic  in  the  handling  of  certain  categories — 
particularly  homemakers  and  students.  Council  agreed 
that  Virginia  physicians  should  be  informed  concern- 
ing any  changes  contemplated  and  suggested  that  an 
item  be  prepared  for  publication  in  News  and  Views. 

Health  Survey 

Dr.  Murrell  briefly  reviewed  those  events  leading 
to  the  latest  proposal  for  a comprehensive  survey  of 
health  services  in  Virginia.  He  stressed  once  again 
his  feeling  that  The  Medical  Society  of  Virginia  must 
involve  itself  more  and  more  in  planning  activities.  In 
addition  to  the  proposed  comprehensive  survey,  Coun- 
cil learned  that  a cooperative  venture  with  the  Vir- 
ginia Regional  Medical  Program  was  now  in  the 
feasibility  study  stage  and  that  replies  from  physi- 
cians contacted  were  most  encouraging.  This  par- 
ticular proposed  study  has  to  do  with  the  use  and 
findings  of  the  multiple  blood  analyzer.  This  study, 
however,  has  not  yet  been  officially  approved  by  the 
Advisory  Committee  to  the  Regional  Medical  Pro- 
gram. 

Dr.  Murrell  went  on  to  report  the  work  carried 
on  by  Dr.  Birdsong’s  Special  Committee.  The  Com- 
mittee had  held  several  meetings  with  HEW  officials 
in  Charlottesville  and  the  proposal  under  considera- 
tion was  the  result. 

Dr.  Birdsong  reported  that  Dr.  Vandergrift,  and 
other  HEW  officials,  had  not  yet  reviewed  the  final 
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proposal  but  were  quite  anxious  to  receive  it.  They 
had  indicated  that  the  first  proposal  submitted  was 
too  comprehensive.  Consequently,  the  final  proposal 
had  been  drafted  in  keeping  with  their  suggestions. 

Dr.  Birdsong  then  proceeded  to  cover  the  proposal 
in  detail.  Some  objection  was  noted  to  the  use  of  the 
term  "volunteer  physicians”  in  section  3 — -the  rea- 
soning being  that  the  best  results  are  seldom  obtained 
from  a group  composed  strictly  of  volunteers.  It 
was  agreed  that  the  word  "volunteer”  would  be  re- 
moved. 

A question  was  raised  as  to  whether  general  prac- 
tice was  included  in  the  various  specialties  to  be  con- 
sidered and  the  reply  was  in  the  affirmative.  It  was 
then  suggested  that  the  term  "medical  fields”  be 
substituted  for  the  word  "specialties”.  It  was  agreed 
that  this  should  be  done. 

Paragraph  a under  section  3 was  discussed  at  some 
length  and  Dr.  Birdsong  was  asked  whether  the  time 
study  referred  to  would  be  on  physicians  or  their 
assistants.  Many  seemed  to  feel  that  the  approach 
should  be  almost  entirely  through  the  assistants  rath- 
er than  physicians.  Dr.  Birdsong  assured  everyone 
that  the  survey  was  not  in  any  way  designed  for 
the  purpose  of  telling  physicians  what  they  should 
or  should  not  do. 

Considerable  discussion  followed  as  to  whether 
time  spent  by  a physician  in  the  various  aspects  of 
practice  should  be  surveyed.  The  thought  was  ex- 
pressed that  if  the  Society  doesn’t  seek  such  informa- 
tion, others  will. 

As  the  detailed  review  of  the  survey  proposal 
continued,  an  objection  was  noted  to  paragraph  c 
and  d under  section  5.  This  opposition  had  to  do 
with  reference  to  "branch  offices”  and  the  acceptance 
by  patients  and  physicians  of  allied  health  profes- 
sionals screening  night  and  weekend  telephone  calls, 
emergency  room  visits  and  other  related  time  con- 
suming chores.  There  was  some  feeling  that  these 
proposals,  if  ever  adopted,  would  represent  a radical 
change  in  the  whole  concept  of  the  practice  of 
medicine. 

It  was  then  moved  by  Dr.  Grossmann  that  para- 
graphs c and  d under  section  5 be  deleted  for  the 
time  being  with  the  understanding  that  they  can 
be  reconsidered  when  more  information  is  available. 
The  motion  was  seconded.  Following  considerable 
discussion  concerning  the  true  role  of  a branch  office, 
the  motion  was  adopted. 

Council  then  returned  to  consideration  of  para- 
graph a of  item  3,  and  Dr.  Stark  moved  that  the 
paragraph  be  amended  by  inserting  the  word  "para- 


medical” before  the  word  "aspects”.  The  motion 
was  seconded  but  lost. 

There  followed  considerable  discussion  concerning 
methods  of  funding,  amount  of  money  needed,  and 
ultimate  control  of  the  entire  project.  Dr.  Stark 
expressed  strong  personal  opposition  to  any  survey 
until  these  questions  could  be  answered.  Assurance 
was  received  that  The  Medical  Society  of  Virginia 
would  be  in  complete  charge  and  would  not  be  ob- 
ligated to  any  Federal  agency.  It  was  understood 
that  the  final  contract  would  be  reviewed  by  Coun- 
cil. 

Dr.  McGuire  then  suggested  that  the  following 
language  be  written  into  the  survey  proposal  as  a 
substitute  for  section  5 : 

“The  foregoing  investigations  are  designed  to 
determine  methods  of  increasing  physician  effi- 
ciency in  direct  dispensing  of  medical  care.  In 
the  event  that  the  methods  found  should  not  ade- 
quately increase  effective  physician  manpower,  and 
in  the  event  that  patients  must  initially  seek  ad- 
vice or  care  from  sources  other  than  their  personal 
physicians,  a further  study  shall  be  conducted  to 
evaluate  the  acceptability  of  all  alternative  sources 
of  initial  screening  or  care. 

"The  alternative  sources  studied  should  include 
nurse  practitioners,  physician  assistants,  pharma- 
cists, rescue  squads,  telephone  and  computer  based 
advisory  services,  faith  healers,  chiropractors,  etc. 
These  sources  and  all  others  conceivable  should 
be  evaluated  as  to  their  ability  to  advise,  refer 
and  treat,  and  as  to  their  ability  to  function  with 
and  without  direct  physician  supervision.” 

Dr.  Respess  moved  that  the  language  suggested 
by  Dr.  McGuire  replace  section  5.  The  motion  was 
seconded  and  carried. 

Attention  was  called  to  the  fact  that,  while  the 
remainder  of  the  proposal  was  generally  acceptable, 
there  were  two  references  to  "volunteers”.  It  was 
agreed  that  the  word  "volunteers”  should  be  re- 
moved in  each  instance. 

A motion  was  then  introduced  authorizing  Dr. 
Birdsong  to  present  the  proposal,  as  amended,  to  the 
proper  officials  of  HEW  and  make  formal  applica- 
tion for  a planning  grant  in  the  name  of  The  Medi- 
cal Society  of  Virginia.  The  motion  was  seconded 
and  adopted. 

Constitution  and  By-Laws 

Dr.  Murrell  reviewed  the  chain  of  events  which 
had  led  Council  to  seriously  consider  revising  the 


Volume  95,  August,  1968 


493 


Constitution  and  by-laws.  He  stated  that,  during 
recent  weeks,  some  reservations  had  been  expressed 
concerning  the  need  of  a comprehensive  revision — 
particularly  since  the  estimated  legal  expense  would 
be  $2,5  00.  Because  of  these  developments,  Dr.  Mur- 
rell considered  it  only  proper  for  Council  to  discuss 
the  matter  once  again  and  determine  just  what  course 
of  action  should  be  followed. 

Dr.  Harry  C.  Bates,  a member  of  Dr.  John  A. 
Martin’s  Special  Committee  on  the  Constitution  and 
By-Laws,  reported  on  the  work  of  the  Committee 
to  date.  He  indicated  that  a complete  revision  might 
well  take  several  years.  He  stated  that  there  is  some 
feeling  that  the  Constitution  could  be  eliminated  en- 
tirely— this  being  a new  approach  on  the  part  of 
some  medical  associations.  He  went  on  to  say  that 
the  Committee  is  aware  of  the  difference  of  opinion 
that  exists  on  the  subject,  and  that  some  reservations 
exist  within  the  Committee  itself.  There  is  general 
agreement,  however,  that  there  are  certain  basic 
weaknesses  in  the  by-laws  which  need  to  be  strength- 
ened— particularly  in  the  areas  of  ethics  and  dis- 
cipline. Dr.  Bates  indicated  that  the  Committee  feels 
somewhat  stymied  without  clear  cut  directions  from 
Council. 

During  the  discussion  which  followed,  the  thought 
was  expressed  that  a Committee  once  appointed 
should  be  permitted  to  proceed  with  its  appointed 
tasks.  There  were  others,  however,  who  expressed 
the  feeling  that  Society  by-laws  are  not  antiquated 
and  they  have  been  amended  each  year  as  need  has 
indicated.  The  thought  was  expressed  that  perhaps 
it  is  not  wise  to  attempt  to  accomplish  everything 
at  one  time.  There  was  also  some  question  concern- 
ing the  importance  of  legal  assistance  in  the  actual 
writing  of  a set  of  by-laws. 

Dr.  Stark  then  moved  that  the  Special  Committee 
be  requested  to  submit  to  Council  its  final  recom- 
mendations— including  a detailed  breakdown  of  those 
sections  of  the  by-laws  to  be  revised,  the  approximate 
cost  involved,  etc.  Council’s  final  decision  would  be 
made  after  careful  consideration  of  the  Committee’s 
recommendations.  The  motion  was  seconded  and 
adopted. 

Changing  Patterns  of  Medical  Practice 

Dr.  Murrell  introduced  Dr.  Fitzhugh  Mayo,  who 
had  acted  as  the  Society’s  representative  at  the  AMA 
Conference  on  the  Socio-economics  of  Health  Care. 
Dr.  Mayo  indicated  that  the  Conference  stressed  the 
need  of  physician  involvement  in  medical  planning 
and  told  of  the  many  discussions  on  group  practice. 


He  brought  out  that  there  are  several  different  types 
of  group  practice  and  this  had  led  to  some  confu- 
sion. Dr.  Mayo  confirmed  Dr.  Murrell’s  contention 
that  many  individuals  and  groups  stand  ready  to  step 
into  the  planning  picture  should  physicians  fail  to 
become  involved. 

During  the  discussion  which  followed,  it  was 
brought  out  that  many  cities  are  now  faced  with  a 
tremendous  problem  brought  about  by  physicians 
establishing  their  practices  in  suburban  areas.  The  end 
result  is  a decreasing  number  of  city  physicians  to 
care  for  an  increasing  city  population.  Dr.  Car- 
mines advanced  the  thought  that  medical  societies 
will  probably  have  to  adjust  their  organizational  and 
committee  structures  in  such  manner  as  to  meet  the 
demands  and  problems  of  our  changing  times. 

The  Virginia  Regional  Medical  Program  was  dis- 
cussed and  Dr.  Eugene  Perez,  Executive  Director, 
stated  that  the  keystone  of  the  program  is  coopera- 
tion. The  program  is  designed  to  assist  the  practicing 
physician  by  establishing  a close  working  relation- 
ship with  medical  education  centers.  Dr.  Perez  went 
on  to  describe  a proposed  study  that  the  Regional 
Medical  Program  is  undertaking  in  an  effort  to  de- 
termine the  true  health  and  manpower  situation  in 
the  state.  This  particular  project  is  being  conducted 
in  cooperation  with  all  major  health  and  professional 
groups  in  the  state  and  is  being  set  up  in  such  man- 
ner that  it  will  not  conflict  to  any  extent  with  the 
proposed  survey  of  The  Medical  Society  of  Virginia. 

Dr.  Murrell  discussed  the  purpose  and  responsibil- 
ity of  the  Regional  Medical  Program’s  Project  Re- 
view Committee  and  stated  that  the  Society’s  own 
Heart,  Cancer,  Stroke  Committee  would,  in  all  prob- 
ability, serve  in  this  capacity. 

Osteopathy 

It  was  recalled  that  Council,  during  its  meeting 
in  October,  1967,  was  requested  to  study  the  ad- 
visability of  granting  hospital  privileges  to  osteo- 
paths. Applications  for  such  privileges  have  been  re- 
ceived in  several  areas  of  the  State.  It  was  brought 
out  that  an  earlier  study  of  the  overall  osteopathic 
situation  had  found  no  desire  on  the  part  of  osteo- 
paths to  seek  hospital  privileges.  Apparently,  how- 
ever, this  situation  has  changed  and  applications  can 
be  expected  from  this  point  on. 

The  feeling  was  expressed  that  hospital  staffs  do 
have  the  right  to  deny  privileges  to  anyone  and  that 
this  right  has  been  repeatedly  upheld  by  courts  across 
the  nation. 

Council  then  gave  careful  consideration  to  the 
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report  and  recommendations  of  a Special  Committee 
on  Osteopathy  appointed  by  Dr.  Murrell  following 
the  1967  Annual  Meeting.  The  Committee’s  recom- 
mendations were: 

1.  The  voluntary  professional  association  between 
doctors  of  medicine  and  doctors  of  osteopathy 
be  continued  and  encouraged.  Especially  is  this 
true  since  a harmonious  relationship  exists  at 
present. 

2.  The  admission  of  osteopaths  to  hospital  staff 
privileges  is  strictly  a matter  for  the  trustees 
and  staffs  of  the  individual  hospitals. 

3.  The  Virginia  Hospital  Association  be  informed 
of  the  position  of  The  Medical  Society  of  Vir- 
ginia for  its  information  and  deliberation. 

A question  was  raised  as  to  whether  this  way  not 
properly  a matter  for  the  House  of  Delegates.  Dr. 
Carmines  moved  that  the  Committee’s  report  and 
recommendations  be  referred  to  the  House  for  its 
consideration  in  October.  The  motion  was  seconded 
and  carried. 


Title  XIX 

Dr.  Shanholtz  informed  Council  that  Medicaid 
would  become  effective  in  Virginia  on  July  1,  1969. 
He  stated  that  Virginia  hoped  to  profit  from  the 
experience  of  other  states  and  avoid  the  abuses  and 
manpower  problems  which  so  many  have  encoun- 
tered. Virginia’s  program  will  be  realistic — with  an 
anticipated  average  cost  of  $217  per  eligible  indi- 
vidual. No  effort  will  be  made  to  change  methods 
of  practice  and  The  Medical  Society  of  Virginia  will 
be  consulted  on  policy  as  the  program  develops. 

Dr.  Shanholtz  went  on  to  say  that  certain  guide- 
lines are  needed  and  suggestions  from  all  physicians 
will  most  certainly  be  welcomed. 


There  being  no  further  business,  the  meeting  was 
adjourned. 


Robert  I.  Howard,  Secretary 

APPROVED: 


Thomas  W.  Murrell,  Jr.,  M.D.,  President 


Clinical  Center  Study  of  Chronic  Myelogenous  Leukemia 


The  cooperation  of  physicians  is  requested 
in  a continuing  study  of  chronic  myeloge- 
nous leukemia  being  conducted  by  the 
Medicine  Branch  of  the  National  Cancer 
Institute  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

Referrals  of  patients  with  chronic  mye- 
logenous leukemia  are  needed.  Patients  of 
all  ages  with  high  white  blood  cell  counts 
and  platelet  counts  are  need  for  studies  of 


newer  chemotherapeutic  agents  and  as  a 
source  of  white  cells  and  platelets  for  in 
vitro  and  in  vivo  study. 

Physicians  who  wish  to  have  their  patients 
considered  for  the  study  may  write  or  tele- 
phone: George  P.  Canellos,  M.D.,  Clinical 
Center,  Room  12N236,  National  Institutes 
of  Health,  Bethesda,  Maryland  20014.  Tele- 
phone: 496-4916  (Area  Code  301) 
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Summertime  Is  Planning  Time  .... 

and  we  have  asked  our  Program  Chairman, 
Kay  Reardon,  for  some  fresh  and  exciting 
ideas  and  this  is  what  she  says:  "The  heart 
of  each  County  Auxiliary  is  its  program.  It 
is  what  pumps  life  into  an  organization  by 
keeping  the  members  interested  and  enthu- 
siastic, while  stimulating  new  and  prospec- 
tive members  to  become  active  participants. 
A good  program  gives  members  a 'Treat 
Instead  of  a Treatment.’  Take  this  theme  of 
our  State  Auxiliary  to  heart  this  year  and 
make  all  your  programs  and  projects  just 
that.  It  is  important  for  each  County  Presi- 
dent to  stress,  with  her  Program  Chairman, 
the  vast  array  of  material  available.  This 
includes  pamphlets,  resource  information, 
speech  material  and  films.  The  Complete 
Package  Programs  are  an  excellent  way  to 
make  use  of  this  material  and  have  a worth- 
while and  stimulating  program.  A few  ex- 
amples of  these  'Package  Programs’  are  on 
'Health  Careers’,  'Teenage  Venereal  Disease’, 
'Mental  Health’  and  'Health  and  Fitness’. 
All  of  this  material  has  been  compiled  to 
help  YOU.  Take  full  advantage  of  all  that 
is  there  to  aid  you  in  your  program  plan- 
ning— especially  don’t  forget  the  new  films 
available,  such  as  'Horizons  Unlimited’  on 
Health  Careers.”  Kay  says  that  she  will  be 
most  happy  to  assist  in  any  way  in  your 
program  planning  so  write  to  her  about  your 
specific  interests  (Mrs.  William  Reardon, 
1 5 08  Nelway  Court,  McLean,  Va.  22101). 
. . . From  the  Health  Careers  Chairmen 
comes  a very  special  plea  for  us  to  work  to 
promote  programs  to  increase  the  numbers 
going  into  health  fields  to  meet  the  nation’s 
mounting  needs.  We  are  asked  to  help  stim- 
ulate health  career  clubs,  health  career 
workshops  for  student  counselors,  state 
health  career  councils,  on-the-job  training 
programs,  loan  and  scholarship  programs.  It 
is  an  opportunity  and  a challenge  to  en- 
courage others  to  be  ''people  caring  for  peo- 


ple”. . . . Include  this  in  your  program 
planning  for  the  coming  year.  . . From  In- 
ternational Health  comes  suggestions  for  an 
International  Medical  Family  Day — enter- 
tainment of  foreign  doctors  and  wives,  for- 
eign students:  dissemination  of  information 
to  doctors’  wives  in  foreign  countries;  invi- 
tations to  foreign  medical  students’  wives  to 
WA-SAMA  and  to  all  auxiliary  meetings; 
promotion  of  foreign  students  programs  in 
International  Health.  Also,  Project  MED- 
AID-MARCO:  providing  radio  equipment 
to  doctors  in  remote  areas  of  the  world, 
where  and  when  legally  permissible.  And 
MEDICO — a service  of  CARE  which  offers 
challenging  opportunities  for  medical  and 
paramedical  people  to  help  meet  the  crucial 
need  for  upgrading  medical  services  in 
emerging  countries.  The  collection  of  drug 
samples,  medical  and  surgical  supplies  and 
medical  textbooks  to  be  sent  overseas  is  also 
an  important  and  vital  project  of  Inter- 
national Health.  Your  Auxiliary  might 
also  be  interested  in  working  on  the  "Doc- 
tor-To-Doctor  Program”  of  the  A.M.A. 
The  purpose  of  this  program  is  to  send  cur- 
rent scientific  journals  on  an  individual  basis 
to  doctors  around  the  world  ...  a big  step 
towards  international  good-will  and  under- 
standing. . . . Don’t  forget  to  make  plans 
for  an  exciting  fund-raising  affair  for 
A.M.A. -E.R.F.  such  as  the  Fairfax  Auxiliary 
is  doing  with  a Horse  Show  and  Norfolk 
with  their  most  successful  professional 
make-up — "Make  Yourself  Beautiful”  pro- 
gram— with  proceeds  going  to  A.M.A.- 
E.R.F.  ...  So  get  your  plans  underway  for 
the  best  year  ever! 

Mrs.  C.  C.  Long  of  Ozark,  Arkansas, 
was  installed  as  president  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical 
Association  at  the  45th  annual  convention 
in  San  Francisco,  after  completing  her  term 
as  president-elect.  She  has  contributed  to 
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the  national  auxiliary  since  1961  when  she 
was  southern  regional  health  careers  chair- 
man. She  served  three  years  as  national  rural 
health  chairman  and  two  years  as  a first 
vice  president. 

On  the  state  level,  she  has  held  various 
chairmanships  including  community  serv- 
ice, legislation,  program  and  safety.  She 
served  as  state  president  in  1960-61,  and  also 
was  president  of  her  county  auxiliary. 

Esther  Callahan  attended  Topeka,  Kansas, 
grade  and  high  schools,  Washburn  College 
and  Kansas  University,  where  she  met  and 
married  Clifton  C.  Long  in  1940.  While  he 
attended  medical  school  at  the  University 
of  Arkansas,  Mrs.  Long  worked  as  a secre- 
tary to  the  anatomy  and  chemistry  depart- 
ments at  the  school. 

Dr.  Long  is  an  abdominal  surgeon  and 
chief  of  staff  at  the  Turner  Memorial  Hos- 
pital in  Ozark.  At  the  present  time  he  is  a 
city  alderman  and  on  the  local  school  board. 
Dr.  and  Mrs.  Long  have  four  children. 

Mrs.  Long  has  served  her  community  as 
PTA  president,  WSCS  president  and  chair- 
man, Garden  Club  president  and  Commu- 
nity Improvement  chairman.  She  was  se- 
lected as  Citizen  of  the  Year  in  195  6 for 
Ozark,  named  life  member  to  the  WSCS 
of  the  Methodist  Church,  named  Arkansas 
Woman  of  the  Year  in  1964  by  the  Progres- 
sive Farmer,  and  awarded  the  honorary  de- 
gree of  Chapter  Larmer  by  the  Ozark  LLA 
in  1964.  She  was  responsible  for  starting 
brownie,  girl  scout  and  cub  scout  programs 
in  Ozark,  and  served  as  leader  for  all  of  the 
groups  in  past  years.  She  was  appointed  to 
the  Board  of  Arkansas  Training  School  for 
Girls  in  1961,  and  after  serving  for  one  five- 


year  term  was  reappointed  in  1966.  She  was 
vice-chairman  of  the  board  for  four  and 
one-half  years,  and  then  chairman,  a posi- 
tion in  which  she  still  serves.  In  1968  she 
was  appointed  to  the  Arkansas  Commission 
of  the  Status  of  Women. 

Of  interest  to  Virginians  is  the  selection 
of  Mrs.  John  M.  Chenault  as  President-Elect 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association.  We  remember  Belle 
Chenault  as  the  lovely  lady  who  charmed 
us  at  our  luncheon  meeting  during  the  State 
Convention  last  fall.  Her  talk  on  leadership 
was  an  inspiration  to  us  all.  Mrs.  Chenault 
has  previously  served  as  a national  director, 
historian,  first  vice-president  and  most  re- 
cently as  chairman  of  the  bylaws  committee. 
She  has  also  served  the  national  auxiliary  as 
program  chairman,  Today’s  Health  chair- 
man, rural  health  chairman,  membership 
chairman  and  as  a member  of  the  finance, 
nominating,  structure  review  and  health 
manpower  committees.  She  was  Alabama 
state  president  in  1954-5  5.  Mrs.  Chenault 
is  also  the  mother  of  five  children  and  a ded- 
icated worker  in  her  community.  Among 
her  interests  are  the  D.A.R.,  the  Garden 
Club,  Girl  Scouts,  and  an  active  Red  Cross 
water  safety  instructor.  She  is  also  a mem- 
ber of  the  AAUW,  Zeta  Phi  Eta  professional 
speech  sorority,  Phi  Beta  Kappa,  Kappa  Del- 
ta Pi,  Alpha  Lamba  Delta,  Mortar  Board 
and  Kappa  Delta  social  sorority,  of  which 
she  is  past  Alumnae  Association  president. 
She  is  past  president  of  the  Auxiliary  to  the 
Southern  Medical  Association.  We  are  in- 
deed fortunate  to  have  a person  of  Mrs. 
Chenault’s  stature  as  President-Elect  of  our 
National  Auxiliary. 


Volume  95,  August,  1968 


497 


Editorial 


498 


The  Plight  of  the  Local  Medical  Societies 

TN  A RECENT  ISSUE  of  the  Virginia  Medical  Monthly,  an  editorial 
pointed  out  some  of  the  difficulties  our  local  medical  societies  are  ex- 
periencing attendance-wise,  primarily  due  to  the  fact  that  members  are 
required  to  attend  too  many  hospital  meetings. 

It  has  long  been  felt  that  a pilot  program  might  be  developed,  primarily 
aimed  at  the  urban  oriented  physicians  who,  of  necessity,  have  a constel- 
lation of  hospital  appointments  and,  consequently,  spend  too  much  time 
attending  mandatory  meetings  required  by  the  Joint  Commission  of  Ac- 
creditation of  Hospitals.  No  one  should  object  to  being  assigned  to  true 
working  committees  actually  needed  to  keep  the  hospitals  functioning 
adequately.  It  is  the  geographical  bodily  presence  requirements  at  a pre- 
scribed number  of  meetings,  lest  the  hospital  privileges  be  withdrawn, 
that  is  a rising  matter  of  concern  to  practicing  physicians.  One  can  read- 
ily realize  hospital  administrators  and  boards  of  directors  might  hesitate 
to  relax  the  requirement  for  it  is  in  their  vested  interest  to  protect  their 
coveted  JCAH  approval  and  thus  maintain  their  hospital  in  good  standing. 

With  these  considerations  in  mind,  the  Richmond  Academy  of  Medi- 
cine has  initiated  a study  aimed  toward  reducing  the  number  of  medical 
meetings  local  physicians  are  required  to  attend.  It  has  become  self  evi- 
dent that  the  increasing  number  of  hospitals  in  the  area,  and  the  resultant 
problem  to  physicians  who  wish  to  participate  actively  on  the  staff  of 
several  institutions,  is  a matter  of  pirmary  concern. 

The  first  step  was  to  deal  directly  with  the  JCAH  in  order  that  per- 
tinent requirements  could  be  reduced  to  writing,  rather  than  depending 
upon  hearsay.  Dr.  Otto  Arndal,  the  Assistant  Director,  Hospital  Ac- 
creditation Program,  Joint  Commission  of  Accreditation  of  Hospitals, 
in  reply  to  our  query,  stated  "The  Commission  has  no  requirement  as 
to  where  medical  staff  meetings  are  to  be  held.  While  it  is  more  con- 
venient to  hold  these  meetings  on  the  hospital  premises,  this  is  a local 
decision  of  the  individual  hospital.”  (italics  ours) 

A further  report  from  the  JCAH  by  Dr.  John  D.  Porterfield,  III 
stated  "We  have  no  objections  to  physicians — the  same  physicians,  on 
medical  staffs  of  separate  hospitals  in  the  community — assembling  at  the 
same  place  and  holding  consecutive  meetings  in  order  to  save  travel  time. 

They  would  meet  first  as  the  medical  staff  of  one  hospital  and  then  as 
the  medical  staff  of  the  other  hospital.  The  minutes  of  each  meeting 
should  be  separate  and  should  indicate  that  the  physicians  met  in  proper 
meetings  provided  over  by  the  appropriate  officer  of  each  hospital  staff.” 

Dr.  John  C.  Nunemaker,  Director,  Department  of  Graduate  Medical 
Education,  American  Medical  Association,  has  written  the  Richmond 
Academy  of  Medicine  that  "the  proper  reply  to  the  question  (as  to  re- 
quirement, for  medical  meeting  attendance)  should  come  from  that 
(JCAH)  organization.” 

The  hospital  administrators  in  the  City  of  Richmond  have  been  con- 
tacted by  the  Richmond  Academy  of  Medicine,  and  the  majority  have 
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taken  a rather  cautious  or  wait-and-see  approach.  Some  have  feared  it 
would  not  meet  the  JCAH  requirements,  and  thus  might  jeopardize  their 
standings.  Clearly,  before  any  action  could  be  taken,  it  would  be  im- 
perative to  obtain  permission,  in  writing,  from  the  JCAH  in  order  to 
satisfy  all  of  the  hospitals  concerned. 

A precedent  in  other  cities  for  this  type  of  planning  has  been  tried  and 
has  met  with  fair  to  excellent  success.  The  Dade  County  Medical  Asso- 
ciation, Miami,  Florida,  appointed  an  "Ad  Hoc  Committee  of  Multiple 
Medical  Meetings”,  and  reported  ten  hospitals  meeting  regularly,  jointly, 
by  March  1962,  with  full  written  approval  by  the  Joint  Commission  of 
Accreditation  of  Hospitals.  They  have  continued  to  meet  in  a centrally 
located  area  at  regular  intervals.  The  Executive  Director  of  the  Dade 
County  Medical  Association,  Mr.  M.  John  Hanni,  Jr.,  has  felt  that  this 
program  has  been  "a  successful  one  and  continues  to  be.”  He  further 
noted  that  "the  medical  society  has  benefited  greatly  from  the  program 
because  attendance  habits  have  developed  that  have  continued  even 
though  some  hospitals  dropped  out”.  Mr.  Hanni  felt  the  attendance  was 
exceptionally  good  for  his  area.  It  should  be  noted  that  most  area  hos- 
pitals in  Dade  County,  Florida,  have  continued  to  adhere  to  this  cooper- 
ative type  of  meeting  since  its  inception. 

The  Fulton  County  Medical  Society,  Atlanta,  Georgia,  has  recently 
inaugurated  such  a program  an  envisioned  above.  Details  of  this  venture 
are  not  yet  at  hand.  Mr.  Jack  Drury,  Executive  Secretary  of  the  Nash- 
ville Academy  of  Medicine  and  Davidson  County  Medical  Society,  Nash- 
ville, Tennessee,  has  written  us  that  they  have  had  a joint  program  of 
hospital  meetings  for  a longer  period  of  time  but  apparently  have  met 
with  less  success  than  others,  for  reasons  not  clearly  manifest  at  this  time. 
They  did,  however,  obtain  a revision  of  the  by-laws  in  several  Nashville 
Hospitals,  so  as  to  make  the  visting  medical  staff  meetings  unnecessary. 
He  reports  that  other  hospitals  still  meet  quarterly  but  that  "their  at- 
tendance is  not  particularly  large”. 

It  is  felt  in  Richmond  that  a system  can  be  developed  where  hospital 
staff  meetings  can  be  held  simultaneously,  or  on  a staggered  basis,  in  a 
central  location,  and  preferably  in  conjunction  with  the  regularly  sched- 
uled monthly  meetings  of  the  local  medical  society.  The  format  of  the 
meetings  could  be  arranged  by  representatives  from  the  participating 
hospitals.  Dinner  could  be  included  or  omitted  depending  on  current 
opinion. 

Pharmaceutical  displays  could  be  assigned  on  rotating  schedules  so  that 
two  or  three  at  most  could  be  represented,  or  perhaps  omitted,  depending 
upon  the  desires  of  the  participating  groups. 

A well  prepared  medical  program  is  a must  and  should  be  available  for 
each  meeting.  It  should  be  carefully  selected,  brief,  and  to  the  point, 
and  should  coincide  with  prevailing  interests  of  the  members.  Scientific 
and  socio-economic  matters  could  and  should  be  discussed  in  a well  bal- 
anced format. 

Quarterly  staff  meetings  could  be  included  in  such  a plan  depending 
upon  current  feeling.  Fifty  percent  attendance  at  these  meetings  is  all  that 
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is  required.  Perhaps  this  would  prove  satisfactory  or  this  too  could  be 
included  in  the  combined  meetings,  as  other  hospitals  now  do. 

At  this  point  in  time  for  The  Medical  Society  of  Virginia,  and  in  par- 
ticular, the  Richmond  Academy  of  Medicine,  this  matter  is  in  the  earliest 
planning  stages.  The  thoughts  expressed  above  and  the  suggested  solu- 
tions are  admittedly  difficult,  but  if  we  are  to  deliver  high  caliber  health 
care,  our  time  must  be  better  arranged.  Federal  encroachment  in  the 
health  sciences  fields  perhaps  could  best  be  guided  and  molded  by  the 
united  front  of  our  several  local  medical  academies  which  comprise  the 
backbone  of  The  Medical  Society  of  Virginia.  These  local  societies  must 
be  strengthened  if  they  are  to  continue  as  viable,  effective  institutions. 

Robert  Edgar  Mitchell,  Jr.,  M.D. 

“Who’s  Who”  and  die  MCV 

r I ’HE  3 5TH  EDITION  of  "Who’s  Who  in  America”,  which  appeared 
A late  this  spring,  included  47  business,  government,  civic,  scientific 
and  educational  leaders  in  Richmond.  There  were  six  physicians,  a phar- 
macist and  a nurse  in  the  list.  All  of  these  appeared  for  the  first  time, 
and,  by  chance,  all  of  the  eight  selectees  were  full-time  faculty  members 
of  the  Medical  College  of  Virginia.  Doubtless  these  were  happy  choices 
and  they  increased  the  representation  of  MCV  in  "Who’s  Who”  by  400 
percent.  President  R.  Blackwell  Smith,  Jr.,  and  Dean  Harry  Lyons,  of 
the  dental  department,  were  already  members  of  this  select  group. 

Physicians  may  be  included  in  several  different  categories  and  listings 
published  by  various  directories.  Faculty  members  may  be  found  in 
"Who’s  Who”  directories  in  medicine  or  science  or  teaching,  for  example. 

All  of  these  compilations  have  one  thing  in  common — those  selected  for 
this  honor  by  the  editors  are  usually  outstanding  in  their  particular  fields 
of  endeavor.  In  the  case  of  "Who’s  Who  in  America”  the  selection  is 
usually  carried  a step  further.  In  addition  to  being  well  known  in  their 
specialties,  more  often  than  not,  the  selectees  have  participated  in  civic 
affairs,  and  entered  into  the  life  of  their  community.  This  is  not  spelled 
out  in  so  many  words  but  the  biographies  give  this  impression. 

The  members  of  the  faculty  in  the  MCV  have  played  an  increasingly 
prominent  role  in  American  medicine.  Some  of  the  more  recent  arrivals, 
however,  are  better  known  elsewhere  than  they  are  in  Richmond.  At 
times,  the  rest  of  the  medical  community  regret  that  we  do  not  know  the 
newer  members  better,  and  sometimes,  in  fact,  the  older  appointees  too. 

It  is  possible  these  scientists  may  suffer  from  lack  of  contact  with  their 
more  commonplace  local  confreres.  Unquestionably  the  other  physicians 
in  Richmond,  and  the  city  as  a whole,  would  profit  from  a closer  rela- 
tionship with  them  and  the  talents  they  have  to  offer. 

Perhaps  the  choice  of  eight  MCV  faculty  members  in  one  year  may  be 
a harbinger  of  more  widespread  participation  by  them  in  Richmond  and 
Virginia.  If  this  proves  to  be  the  case,  it  will  be  our  gain.  May  we  then  not 
say  to  them,  "Welcome  to  'Who’s  Who  in  America’  and  welcome  to 
Richmond  too!” 

H.J.W. 
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Calendar  of  Events 


AMA  Communications  Institute — Drake  Hotel — Chicago — August  20,  1968. 

Conference  of  County  Medical  Society  Officers — Sponsored  by  AMA — Drake 
Hotel — August  21,  1968. 

Health  Executives  Workshop — Sponsored  by  Virginia  Council  on  Health  and 
Medical  Care — Hotel  Roanoke- — August  28-30,  1968. 

Annual  Cardiovascular  Symposium — Sponsored  by  Tidewater  Heart  Association 
and  Council  on  Clinical  Cardiology,  American  Heart  Association — Lake  Wright 
Motel,  Virginia  Beach — September  6-7,  1968. 

National  Cancer  Conference — Sponsored  by  the  American  Cancer  Society  and 
National  Cancer  Institute — Denver-Hilton  Hotel — Denver,  Colorado- — Septem- 
ber 18-20,  1968. 

The  Child  and  Mental  Health — Conference  sponsored  by  the  Virginia  Council 
on  Health  and  Medical  Care  in  Cooperation  with  the  Nemours  Foundation — 
Hotel  Roanoke — October  2-3,  1968. 

National  Congress  on  Health  Quackery — Drake  Hotel — Chicago — October  2- 
3,  1968. 

International  Congress  on  Diseases  of  the  Chest- — Washington-Hilton  Hotel 
— Washington,  D.  C. — October  4-8,  1968. 

National  Conference  on  Medical  Ethics — Sponsored  by  American  Medical 
Association — Drake  Hotel — Chicago — October  5-6,  1968. 

Annual  Seminar — Sponsored  by  Bluefield  Sanitarium — Bluefield,  West  Virginia — 
October  10,  1968. 

The  Medical  Society  of  Virginia — Annual  Meeting — Hotel  Roanoke — October 
13-16,  1968. 

Annual  McGuire  Lecture  Series — The  Medical  College  of  Virginia — Richmond 
— October  31-November  1,  1968. 

Virginia  Rehabilitation  Association — Annual  Meeting — Williamsburg  Lodge — 
Williamsburg — November  3,  1968. 

Southern  Medical  Association — Annual  Meeting — New  Orleans,  Louisiana — 
November  18-21,  1968. 


New  Members. 

The  following  new  members  were  re- 
ceived into  The  Medical  Society  of  Virginia 
during  the  month  of  June: 

Antoine  Abou  Arrage,  M.D.,  Norfolk 


Lewis  William  Bridgeforth,  M.D., 
Victoria 

Stewart  Dallas  Cooley,  M.D., 

Falls  Church 

Paul  Malachy  Duggan,  M.D., 

Falls  Church 
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Richard  Joseph  Duma,  M.D.,  Richmond 
Theodore  Dionysios  Eftihiades,  M.D., 
Falls  Church 

Paul  Lloyd  Fisher,  M.D.,  Tappahannock 
Natwar  Maneklal  Jani,  M.D.,  Springfield 
Joseph  Leonard  Jones,  M.D., 
Williamsburg 

Maury  Claiborne  Newton,  Jr.,  M.D., 
Narrows 

Don  Harlor  Richardson,  M.D., 
Winchester 

David  Samuel  Sprague,  M.D.,  Radford 
Leif  Oscar  Torkelson,  M.D.,  Cobham 
Henry  Alexander  Yancey,  Jr.,  M.D., 
Richmond 

Tennis  Tournament  at  Annual  Meeting. 

A tennis  tournament  will  be  held  on  the 
afternoons  of  October  12  and  13  in  con- 
junction with  the  annual  meeting  of  The 
Medical  Society  of  Virginia  in  Roanoke.  All 
interested  please  contact  Dr.  J.  Milton 
Miller,  Lewis-Gale  Clinic,  Roanoke. 

Roanoke  Academy  of  Medicine 

Dr.  Robert  L.  A.  Keeley  has  been  named 
president-elect  of  the  Academy.  New  offi- 
cers will  be  installed  October  1st  and  Dr.  P. 
A.  Wallenborn  will  be  the  new  president, 
succeeding  Dr.  John  A.  Martin.  Dr.  Walter 
S.  John  will  be  vice-president  and  Dr.  Reu- 
ben D.  Knopf  secretary-treasurer. 

Dr.  W.  Conrad  Stone  was  presented  a cer- 
tificate from  the  American  Medical  Asso- 
ciation for  two  tours  of  service  in  Vietnam. 
He  was  there  in  October  and  November 
1966  and  January  through  March  of  1968. 

Virginia  Society  of  Internal  Medicine. 

Dr.  Walter  P.  Adams,  Norfolk,  has  been 
installed  as  president  of  this  Society,  with 
Dr.  Frank  Wade,  Roanoke,  president-elect, 
and  Dr.  Thomas  L.  Gorsuch,  Waynesboro, 
secretary-treasurer. 

Dr.  Cox  Honored. 

The  Virginia  State  Board  of  Medical  Ex- 


aminers has  honored  Dr.  Russell  M.  Cox, 
Portsmouth,  for  his  twenty  years  of  service. 
He  is  a past  president  of  the  Board  and  has 
been  secretary-treasurer  for  the  past  five 
years.  At  the  recent  meeting  of  the  Board, 
Dr.  Cox  was  presented  a silver  platter  with 
the  names  of  the  16  present  members  en- 
graved on  it. 

Dr.  William  Grossmann, 

Petersburg,  has  been  named  by  Governor 
Godwin  as  chairman  of  a 2 5 -member  Vir- 
ginia Comprehensive  Health  Planning 
Council.  The  Council  is  to  advise  the  State 
Health  Department  in  administering  health 
planning  programs  statewide  under  a 1966 
federal  law.  Other  physicians  on  the  Coun- 
cil are  Dr.  Robert  M.  Campbell,  Ports- 
mouth; Dr.  L.  B.  Burk,  Jr.,  Arlington;  Dr. 
Robert  S.  Hutcheson,  Jr.,  Roanoke;  Dr. 
Jesse  J.  Bates,  South  Boston;  and  Dr.  Mere- 
dith W.  Green,  Winchester. 

Blue  Shield  of  Virginia. 

Dr.  Fletcher  J.  Wright,  Jr.,  Petersburg, 
has  been  elected  to  the  executive  committee 
of  Blue  Shield  of  Virginia.  Dr.  Richard  W. 
Dodd,  Richmond,  has  been  made  a new 
board  member.  New  appointees  represent- 
ing The  Medical  Society  of  Virginia  are  Dr. 
John  S.  Thiemeyer,  Jr.,  Norfolk,  and  Dr. 
Custis  L.  Coleman,  Richmond. 

Dr.  S.  Miles  Bouton,  Jr., 

Has  resigned  from  the  Lynchburg  Gen- 
eral Hospital  and  will  now  assist  in  develop- 
ing the  laboratory  at  Lynchburg  Training 
School  and  Hospital.  He  has  served  as  chief 
pathologist  and  director  of  the  laboratories 
of  the  Lynchburg  General  Hospital  since 
1948.  Dr.  Bouton  was  presented  with  a ci- 
tation for  his  twenty  years  of  service.  A 
letter  of  appreciation  and  commendation 
was  presented  to  him  by  the  medical  staff, 
a reception  was  given  for  all  hospital  em- 
ployees, and  a luncheon  was  given  by  the 
laboratory  staff. 
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Dr.  Echols  A.  Hansbarger, 

Lynchburg,  has  assumed  the  duties  of  di- 
rector of  laboratories  of  the  Lynchburg 
General  Hospital.  He  has  been  associate  di- 
rector since  1963. 

Dr.  Fletcher  J.  Wright,  Jr., 

Petersburg,  has  been  elected  a member  of 
the  City  Council. 

Dr.  and  Mrs.  A.  A.  Kirk 

And  their  daughter,  Marie,  are  going  to 
work  in  Avicenno  Hospital  in  Kabul,  Af- 
ghanistan, for  one  month  in  October.  Kabul 
is  near  the  Khyber  Pass  where  Marco  Polo 
traveled  on  his  way  to  China.  The  Medico 
staff  spends  much  time  teaching  at  the  new 
medical  school  at  Jolalabad.  This  program 
is  being  sponsored  by  Care /Medico.  The 
cost  of  transportation  and  usual  necessary 
expenses  for  the  trip  are  borne  by  the  indi- 
vidual but  are  tax  deductible. 

The  Kirks  plan  to  leave  the  13  th  of  Sep- 
tember and  go  by  way  of  London,  Rome, 
and  other  cities,  and  return  by  way  of  New 
Delhi,  Tokyo  and  Hawaii. 

Dr.  C.  L.  Riley, 

Winchester,  was  recently  elected  to  the 
City  Council  for  a four-year  term. 

Dr.  Henderson  Honored. 

At  a recent  meeting,  the  Northampton- 
Accomack  Memorial  Hospital,  Nassawadox, 
paid  its  respects  to  a most  honored  member, 
Dr.  W.  Carey  Henderson.  The  occasion  was 
the  48th  anniversary  of  the  Hospital  Aux- 
iliary and  the  40th  anniversary  of  the  Hos- 
pital. Dr.  Henderson  was  presented  a plaque 
honoring  his  long  service  to  the  Hospital 
and  to  the  entire  Eastern  Shore  community. 
He  was  cited  for  his  service  to  people  in 
other  walks  of  life,  in  his  church,  his  Ma- 
sonic membership,  his  work  for  his  town  as 
a councilman  and  for  other  and  continued 
civic  services. 


Dr.  James  W.  Brooks 

Has  been  elected  president  of  the  Rich- 
mond Area  Heart  Association.  Dr.  Howard 
M.  McCue,  Jr.,  was  named  vice-president. 

Cardiovascular  Disease  ’68. 

The  Tidewater  Heart  Association  and  the 
Council  on  Clinical  Cardiology  of  the 
American  Heart  Association  will  present 
their  ninth  annual  symposium  at  the  Lake 
Wright  Hotel,  Norfolk,  September  6-7,  un- 
der the  chairmanship  of  Dr.  James  D.  Price. 

Guest  speakers  and  their  subjects  will  be: 
Dr.  Thomas  R.  Dawber,  Boston,  on  Ar- 
teriosclerotic Heart  Disease,  Etiologic  Fac- 
tors and  Possible  Prevention;  Dr.  J.  Willis 
Hurst,  Atlanta,  on  Newer  Developments  in 
the  Treatment  of  Myocardial  Infarction; 
Dr.  Charles  A.  Gilbert,  Atlanta,  on  Reha- 
bilitation of  the  Post  Myocardial  Infarction 
Patient;  Dr.  Ray  W.  Gifford,  Jr.,  Cleveland, 
on  Medical  Management  of  Peripheral  Vas- 
cular Disease;  Dr.  Phillip  N.  Sawyer,  Brook- 
lyn, on  Surgical  Management  of  Peripheral 
Vascular  Disease;  Dr.  Thomas  R.  Johns, 
Charlottesville,  on  Medical  Management  of 
Cerebral  Vascular  Disease;  Dr.  Allan  D. 
Callow,  Boston,  on  Surgical  Management  of 
Cerebral  Vascular  Disease;  Dr.  Peter  Gazes, 
Charleston,  South  Carolina,  on  Diagnosis  of 
Ischemic  Heart  Disease;  Dr.  Edward  S.  Or- 
gain,  Durham,  on  Therapy  of  Ischemic 
Heart  Disease;  Dr.  Harold  D.  Levine,  Bos- 
ton, on  Repetitive  Paroxysmal  Tachycardias 
in  an  Adult  Population;  and  Morris  Fish- 
bein,  M.D.,  Chicago,  on  Progress  Against 
Heart  Disease.  Panel  discussions  will  follow 
each  group  of  speakers. 

Full  information  may  be  obtained  from 
the  Tidewater  Heart  Association,  523  Boush 
Street,  Norfolk,  Virginia  23  5 10. 

Virginia  Heart  Association. 

Dr.  Harry  I.  Johnson,  Roanoke,  has  been 
installed  as  president  of  this  Association.  Dr. 
John  C.  Watson,  Alexandria,  has  been 
elected  vice-president. 
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Virginia  Association  of  Medical  Assist- 
ants 

The  Executive  Board  of  the  Virginia  As- 
sociation of  Medical  Assistants  met  in  Ports- 
mouth, May  18.  There  were  20  members, 
four  advisors  and  two  guests  present. 

Doris  Jennings,  the  very  capable  Presi- 
dent, presided.  Many  important  matters 
were  discussed  and  acted  upon.  I suppose 
the  most  important  report  was  presented 
by  the  Treasurer,  the  one  and  only  "Daisy 
Mae”,  Ruth  Showalter.  Under  her  capable 
management  and  the  cooperation  of  the 
Virginia  chapter  and  membership,  the  fi- 
nances of  this  organization  are  excellent. 

Beverly  Sydnor,  publicity  chairman,  is 
doing  an  excellent  job  on  The  Dominionette 
— State  publication,  and  the  spring  issue  has 
just  been  delivered. 

Marcel  Wisecarver,  chairman  of  constitu- 
tion and  by-laws,  and  her  committee,  have 
just  completed  a revision  and  a copy  has 
been  sent  to  all  local  chapters. 

Jeanne  Mitchell  received  praise  for  the 
assistance  rendered  by  her  and  her  commit- 
tee to  the  Virginia  Academy  of  General 
Practice  during  their  recent  Scientific  As- 
sembly at  The  Chamberlin,  as  well  as  her 
plans  for  assisting  The  Medical  Society  of 
Virginia  this  fall  at  The  Hotel  Roanoke. 

IMPORTANT  DATES 

August  18,  1968 — Executive  Board  Meet- 
ing, Virginia  Association  of  Medical 
Assistants,  Hotel  Roanoke,  Roanoke. 
October  9-12,  1968 — American  Association 
of  Medical  Assistants,  Sheraton-Colum- 
bus  Motor  Hotel,  Columbus,  Ohio. 
November  9-10,  1968 — Virginia  Associa- 
tion of  Medical  Assistants,  Annual 
Meeting,  The  Cavalier,  Virginia  Beach. 

Doctors:  Please  mark  these  dates  on  your 
Calendar  and  arrange  your  schedule  so  as 
to  allow  the  ladies  in  your  office  time  off  to 
attend  these  meetings,  and  also  render  finan- 
cial assistance.  Remember  that  this  is  a de- 


ductible office  expense,  approved  by  the  In- 
ternal Revenue  Service.  Thanks. 

John  Wyatt  Davis,  Jr.,  M.D. 

AAMA,  Advisor 

For  Sale. 

Well  established  family  practice.  Office 
hours  by  appointment,  no  house  calls.  Sev- 
eral contracts  with  shipping  companies  for 
care  of  merchant  seamen  and  company  phy- 
sician for  11  local  industrial  plants.  I wish 
to  retire  and  return  to  Italy.  The  transac- 
tion will  be  made  in  monthly  payments  and 
a set  price  will  be  established  upon  evalua- 
tion and  proportionately  to  a part  of  one 
year’s  income.  This  will  be  based  on  old 
records. 

Modern  office,  long  lease  with  landlord, 
staff  will  remain.  New  doctor  will  be  di- 
rectly assisted  by  me  for  one  or  two  months 
to  get  familiar  with  office  business.  Please 
inquire  directly  for  details.  Home  phone — 
420-3168;  Offices— 420-2874  and  545-5073. 
(Adv.) 

Hospital  Physicians  Wanted. 

The  Medical  Staff,  Board  of  Directors, 
and  Administration  of  Winchester  Memo- 
rial Hospital,  Winchester,  Virginia,  are 
agreed  to  a plan  of  four  full  time  physi- 
cians to  be  in  private  general  practice  lim- 
ited strictly  to  the  Emergency  Department 
of  the  Hospital.  Average  work  week  is 
forty-two  hours.  A generous  guarantee  has 
been  established. 

Four  experienced  physicians  having  a 
Virginia  license  are  needed.  Interested  phy- 
sicians contact  the  Committee  Chairman, 
James  A.  Miller,  M.D.,  Box  5 54,  Winches- 
ter, Virginia.  Telephone  662-0377  (area 
code  703 ) . {Adv.) 

Staff  Physicians. 

2,400  bed  psychiatric  hospital  with  resi- 
dency training  program  in  psychiatry. 
Three  vacancies  on  alcoholic,  geriatric,  or 
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psychiatric  services.  Salary  $ 12, 000- $21,- 
000.  40  hour  week,  10  days  sick  leave,  3 
weeks  vacation,  and  retirement  program. 


Obituary . . . . 


Dr.  William  Thomas  Pugli, 

Lynchburg,  died  June  7th  after  a long 
illness.  He  was  sixty-six  years  of  age  and  a 
graduate  of  the  Medical  College  of  Virginia 
in  1930.  Dr.  Pugh  began  the  practice  of 
surgery  in  Lynchburg  in  1932.  During 
World  War  II  he  was  a colonel  in  the  medi- 
cal corps  and  served  as  commanding  officer 
of  the  199th  General  Hospital  in  France. 
Dr.  Pugh  was  a member  of  the  board  of 
trustees  of  Hampden-Sydney  College  and 
was  recently  awarded  the  Algernon  Sydney 
Sullivan  Medallion  as  the  year’s  outstanding 
alumnus.  He  was  a well  known  sportsman 
and  was  a former  member  of  the  State  Game 
and  Inland  Fisheries  Commission.  Hunting 
and  fishing  were  his  hobbies. 

The  surgical  suite  at  Virginia  Baptist 
Hospital  has  been  named  in  honor  of  Dr. 
Pugh  and  his  portrait  will  be  hung  in  the 
hospital. 

Dr.  Pugh  was  active  in  civic,  church  and 
cultural  affairs.  He  was  a member  of  many 
organizations  and  had  been  a member  of 
The  Medical  Society  of  Virginia  for  thirty- 
five  years. 

His  wife,  a son  and  two  daughters  survive 
him. 

Dr.  Charles  Grandison  Pearson, 

Charlottesville,  died  July  2nd,  at  the  age 
of  sixty-two.  He  received  his  medical  de- 
gree from  the  University  of  Virginia  in 
1936,  and  served  as  clinical  professor  of 
medicine  at  the  University.  Dr.  Pearson  had 


Contact  R.  L.  Rollins,  Jr.,  M.D.,  Dorothea 
Dix  Hospital,  Raleigh,  North  Carolina 
27602.  (Adv.) 


been  superintendent  and  medical  director  of 
Blue  Ridge  Sanatorium  since  1 95  5. 

Dr.  Pearson  had  been  a member  of  The 
Medical  Society  of  Virginia  for  twenty- 
seven  years. 

His  wife,  two  sons  and  a daughter  survive 
him. 

Dr.  Nunnally. 

At  the  age  of  63  when  most  men  are  looking  to- 
ward retirement,  Claude  Alexander  Nunnally  was 
looking  toward  his  next  project,  his  next  field  of 
service  to  society.  Not  long  before  his  death  on  May 
28  th,  he  had  been  elected  Vice-President  of  the  Fred- 
ericksburg Area  Chamber  of  Commerce. 

A native  of  Cumberland  County,  he  grew  up  in 
Richmond  and  graduated  from  the  University  of 
Richmond  and  the  Medical  College  of  Virginia.  He 
was  an  instructor  in  medicine  at  the  Medical  College 
for  two  years  and  teaching  assistant  at  Tufts  Medical 
College  in  Boston. 

He  began  the  private  practice  of  medicine  in 
Fredericksburg  in  193  3.  He  conceived  of  and 
founded,  with  four  others,  the  group  of  physicians 
now  known  as  the  Pratt  Clinic  dedicated  to  provid- 
ing optimal  medical  care  to  the  Fredericksburg  area. 

During  World  War  II  he  served  32  months  with 
the  45  th  General  Hospital  in  the  Army  Medical 
Corps  and  rose  to  the  rank  of  Lieutenant  Colonel. 

His  many  activities  over  the  years  included  serv- 
ice as  a Director  of  the  Virginia  Medical  Service 
Association,  Councilor  to  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia,  and  member  of  the 
Fredericksburg  City  School  Boards.  In  1964  he  was 
presented  a certificate  of  appreciation  from  the  Se- 
lective Service  System  for  1 5 years  service  as  medical 
advisor  to  the  local  Boards.  He  was  a past  President 
of  the  Rotary  Club,  the  Medical  Staff  of  Mary  Wash- 
ington Hospital,  and  the  Fredericksburg  Medical  So- 
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ciety.  He  lent  his  leadership  in  the  foundation  of 
the  Frederickburg  Area  Mental  Hygiene  Clinic.  He 
had  served  on  the  Priorities  Committee  of  the  Fred- 
ericksburg Community  Improvement  Program.  He 
gave  freely  of  his  tremendous  energies  to  the  building 
program  of  Mary  Washington  Hospital.  He  had 
served  as  Deacon  in  the  Baptist  Church  and  at  his 
death  was  a Vestryman  of  Trinity  Episcopal  Church. 
He  was  a Director  of  the  Peoples  Bank  of  Stafford, 
and  an  Associate  Member  of  the  American  College  of 
Physicians. 

Claude  loved  life  and  lived  it  abundantly.  He  had 
savored  most  all  its  wholesome  aspects.  He  had  pi- 
loted airplanes,  sailed  boats,  raised  orchids,  ridden 
horses,  cherished  animals.  Through  his  medical  ex- 
pertise, his  deep  dedication  to  his  profession,  his  strong 
sense  of  ethics  and  propriety,  his  great  integrity,  his 
love  of  mankind — he  served  us  and  he  served  God. 

His  interest  with  local,  state,  federal,  and  interna- 
tional affairs  was  untiring.  He  was  alert  to  all  men’s 
problems — and  he  left  this  life  with  full  knowledge 
of  himself  and  with  unyielding  concern  that  those 


dearest  to  him  should  not  suffer  through  his  de- 
pature. 

He  is  survived  by  his  wife,  two  sons,  a stepson  and 
two  sisters. 

Some  men  are  flimsy,  others  are  made  of  sterner 
stuff.  An  intense  man,  Claude  fits  the  latter  group. 
While  some  are  mere  drops  in  the  bucket,  while 
others  make  splashes  in  the  ocean,  others  make  waves 
and  maelstroms.  Claude  was  like  a jetty  in  the  sea 
of  men,  where  all  who  came  near  him  were  affected. 
Like  the  sea,  life  goes  on  relentlessly — but  here  it 
pauses  and  there  it  bounces  up  and  yonder  it  skirts 
around,  and  everywhere  it  knows — There  was  a man. 

Feeling,  therefore,  the  loss  of  a fine  physician,  a 
dear  friend  and  a true  leader,  the  Medical  Staff  of 
Mary  Washington  Hospital  and  the  Fredericksburg 
Medical  Society  do  hereby  Resolve  that  this  me- 
morial be  made  a part  of  the  permanent  records  of 
these  organizations,  that  a copy  be  forwarded  to  Dr. 
Nunnally’s  widow,  and  that  a copy  be  forwarded  to 
the  Virginia  Medical  Monthly  for  publication. 
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Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS-headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS-most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARYSINUS-headacheand 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SINUS-headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 
symptomatic 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions:  Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HC1,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(*4  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HC1,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HC1,  and  10  mg.  phenyltoloxamine 

Citrate.  *Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARNER-CH 


S-IN-81-4C 

LCOTT  Morris  Plains,  N.J. 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon  (iron  dex- 
tran  injection)  will  measurably  begin  to  raise  hemoglobin  and  a 
complete  course  of  therapy  will  effectively  rebuild  iron  reserves. 
The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  deficiency  may  include: 
patients  in  the  last  trimester  of  pregnancy;  patients  with  gastro- 
intestinal disease  or  those  recovering  from  gastrointestinal  sur- 
gery; patients  with  chronic  bleeding  with  continual  and  extensive 
iron  losses  not  rapidly  replenishable  with  oral  iron;  patients 
intolerant  of  blood  transfusion  as  a source  of  iron;  infants  with 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg. 
in  each  cc.  The  solution  contains  0.9%  sodium  chloride  and  has 
a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre- 
servative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc.  in  infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  total  iron  requirement  for  the  individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a Z-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIOE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
sionally been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject  only 
in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contra- 
indicated in  patients  sensitive  to  iron  dextran  complex.  Since  its 
use  is  intended  for  the  treatment  of  iron  deficiency  anemia  only 
it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses, 
Imferon  (iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
m guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  follow- 
ing recommended  therapy  with  Imferon  (iron  dextran  injection) 
appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4; 
10  cc.  multiple  dose  vials. 


Each  10  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves— 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


See  package  insert  for  complete  prescribing  information. 
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EFFECTIVE  JUNE  1,  1968 


New  higher 
interest  rates  on 
Savings  Bonds 
and  Freedom  Shares 


Now  U.S.  Savings  Bonds  pay  4^%, 
new  Freedom  Shares  pay  5%. 


Today,  Savings  Bonds  are  a better  investment  than  ever.  Now 
they  pay  4!4%  when  held  to  maturity.  And  new  Freedom 
Shares  pay  a full  5%  when  held  to  maturity. 

Freedom  Shares  are  still  sold  on  a one-for-one  basis  with  Series 
E Bonds,  but  now  you  can  buy  the  combination  any  time  at 
your  bank  — and  not  just  on  a regular  monthly  plan  as  before. 

The  higher  interest  rate  on  Savings  Bonds  applies  not  only  to 
the  new  ones  you  buy,  but  to  your  older  ones  too  for  their 
remaining  period  to  maturity  — generally  effective  with  the 
first  full  six-months  interest  period  beginning  on  or  after  June  1 . 
(Outstanding  Freedom  Shares  are  not  affected.) 


Buy  Bonds  and  new  Freedom  Shares  — help  yourself  even 
more  as  you're  helping  your  country. 


U.S.  Savings  Bonds/ 
New  Freedom  Shares 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public  service  in  co- 
operation with  The  Department  of  the  Treasury  and  The  Advertising  Council. 
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Protectors 
Help  Keep 
Valuable 
Employees 

Virginia  decision  makers  report  that  Blue  Cross  and 
Blue  Shield  help  them  keep  their  valuable  employees. 

They  appreciate  the  up-to-date  health  care  coverage 
that  Blue  Cross  and  Blue  Shield  provide — coverage 
that  keeps  pace  with  rising  hospital  and  medical  costs. 

The  Dream  Protectors  do  the  job  for  over  a million  Virginians. 


BLUE  CROSS  and  BLUE  SHIELD 

2015  Staples  Mill  Road 

Box  656,  Richmond,  Virginia  23205 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 


REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

Trim  Size:  8x11  inches 


No.  of  copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page  . 

$8.30 

$8.90 

$9.20 

$10.70 

$12.20 

$13.70 

$16.70 

$19.70 

2 Pages  . 

9.45 

10.20 

10.60 

12.45 

14.35 

16.20 

19.95 

23.70 

4 Pages 

19.85 

21.70 

22.65 

27.25 

31.88 

36.50 

45.75 

55.00 

8 Pages  . 

47.87 

50.15 

51.30 

57.00 

62.70 

68.40 

79.80 

91.20 

1 2 Pages  . 

77.90 

82.65 

85.05 

96.90 

108.80 

120.65 

144.40 

168.15 

1 6 Pages 

95.74 

100.30 

102.60 

1 14.00 

125.40 

136.80 

159.60 

182.40 

Cover 

15.20 

18.65 

20.40 

29.00 

37.45 

46.25 

73.50 

80.75 

Envelope — 

-blank 

2.80 

5.60 

7.00 

14.00 

21.00 

28.00 

42.00 

56.00 

Envelope — ■ 

-printed  _ 

7.98 

11.16 

12.70 

20.70 

28.60 

36.60 

52.50 

68  40 

PRICES  F.O.B.  RICHMOND,  VA. 

Orders  must  be  placed  before  type  is  distributed. 


THE  WILLIAMS  PRINTING  CO. 


5203  Hatcher  Street 

P.O.  Box  1419 

Richmond,  Virginia  23211 
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Norflex 

(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


For  lull  information,  see  Package  Insert 
or  P.D.R 

Riker  Laboratories 
Northridge,  California  91324 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerald  W.  Atkinson,  M.D. 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approved  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 
Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 
Ophthalmology,  Otolaryngology: 
Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology : 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams.  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 
Physical  Therapy: 

Marilyn  B.  Morrison,  R.P.T. 
Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

ojo 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 

Rates: 

$70.00  to  $100.00  per  week 
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Fourth  Decado  of  Nursing 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


MARY  I.  CLARK  (1884-1955)  GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

James  P.  King,  M.D.,  Director 

Malcolm  G.  MacAulay,  M.D. 
Don  L.  Weston,  M.D. 

(Military  Leave) 

J.  William  Giesen,  M.D. 
David  S.  Sprague,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


William  D.  Keck,  M.D. 

Clinical  Director 
James  K.  Morrow,  M D. 
Morgan  E.  Scott,  M.D. 
Edward  E.  Cale,  Jr.,  M D 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Card  McCraw,  Ph.D. 
David  F.  Strahley,  Ph.D. 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va 

David  M.  Wayne,  M.D.  W.  E.  Wilkinson,  M.D, 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ . ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  */2  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Slrascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 


ST.  ELIZABETHS  HOSPITAL 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

James  T.  Gianoulis,  M.D. 

O.  Christian  Bredrup,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

General  Surgery  and  Gynecology 

Radiology 

General  Medicine 

James  W.  Pancoast,  M.D. 

Austin  I.  Dodson,  Jr.,  M.D 

George  W.  Reese,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

Leroy  Smith,  M.D. 

J.  Edward  Hill,  M.D. 

Elmer  S.  Robertson,  M.D. 

Plastic  Surgery 

Urology 

Internal  Medicine 

L.  O.  Snead,  Jr.,  M.D. 

William  T.  Stuart,  M.D. 

Charles  A.  Pollock,  Jr.,  M.D. 

Radiology 

Urology 

Levi  W.  Hulley,  M.D 

General  Medicine 

Internal  Medicine 

William  R. 

Draper,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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DOCTORS: 


ADMINISTRATORS: 

Terrace  Hill  Nursing  Home 
Is  a Fully  Accredited 
Medicare  Approved 
Extended  Care  Facility 

Within  9 minutes  from  any  local  hospital 


In  compliance  with  the  Civil  Rights  Act  of  1964 


• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Patients  under  care  of  their  own  Physicians 

Neal  L.  Maslan,  M.P.H. 

Administrator 


State  and  City  Health  Depts.  Approved 


” Understanding  Care” 


Member:  + Va.  Nursing  Home  and  American  Nursing  Home  Assns. 

Terrace  Hill  Nursing  Home,  ■«. 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Member 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic 

Established  1923 
Stuart  McGuire,  M.D. 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Director  of  Nurses 
McGuire  Clinic 

Mary  Virginia  Cockrell,  R.N. 


1000  West  Grace  Street 
Richmond,  Virginia 


Internal  Medicine 


Radiology 


John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  Virginia  Thorpe,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 


Henry  S.  Spencer,  M.D. 
Donald  E.  Seim,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 


School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Director  of  Nurses 
St.  Luke's  Hospital 


G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Alice  S.  Ehrenhalt,  R.P.T. 

Administrator 


Ann  M.  Urbine,  R.N. 


William  D.  Gibson,  M.H.A. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704— 2 5 3-2761 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 
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Westbrook 

Psychiatric  Hospital,  Inc. 
Richmond,  Virginia 


FOUNDED  1911 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 
SHERMAN  MASTER,  M.D. 
Associate 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 
R.  H.  CRYTZER 
Administrator 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond,,  Virginia  23227 
Telephone  266-9671 


The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATINT  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


ACHROSTATlN®  v 

^TRACYCUNt  HCI  Z50  *1- 
**<  NYSTATIN  ZSO.OOO  u. 
CAPsna.Es 

®JUTION  r~i.nl  U» 

^ *******  without  twKtM-'*"*- 


328-8/6094 
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Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bu, 

protective  quantities  of 
. potassium,  in  a palatable  and 
readily  assimilated  form. 


. Postopera  tlvely 

A*** 

V. 


nj? gg*V 

Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy . Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


infant  diarrhea 

i>'-  - >’ 


• ='  V. 


Debilitating 

gastrointestinal 

condition^ 
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EQUIPMENT  LEASING 


"Reasonable  rates  for  lease  or  loan 
financing  of  machinery,  equipment,  air- 
craft, store  fixtures,  furniture,  com- 
puters, chattel  mortgages,  leasebacks, 
vendor  programs,  and  investment  credit 
transactions.  Delta  Leasing  Co.,  Box 
4841,  Richmond,  Va.  288-5604" 


pmc 

Jjiygienic  powder 

makes  an  effective 
douche  solution  for 
intimate  feminine 
hygiene 

At  all  drug  depts.  in  4 oz.  and  1 lb.  jars 

Active  Ingredients:  Menthol,  Boric  Acid, Eucalyptus 
Oil,  Alum,  Phenol,  Oil  of  Peppermint,  Thymol. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMINJINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  tor  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River,  New  York  10965-  40  6 3 


THE  MEDICAL  PLAN  OF  VIRGINIA 


A complete  professional  book- 
keeping and  factoring  service 
for  the  Medical  and  Dental 
professions. 

A service  of  The  Bank  of  Virginia 

For  further  information,  con- 
tact our  representative 

WILSON  B.  DANSEY  III 
644-1821 
or 

P.  O.  Box  1856 
Richmond,  Va.  2321 5 


Where  Doctors 

Get  Away  From  It  All 

W ithout  Goins  Far 


EVER  a crowd  (only  57 
rooms).  Challenging  new  golf 
course,  other  sports. 
Historic  Old  Mill 
Room  for  dining. 
Meeting  facilities. 

THE 

BOAR’S  HEAD 
INN 

CHARLOTTESVILLE,  VIRGINIA 
For  reservations,  brochure,  phone  296-2181 
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OFFICERS  AND  COUNCILORS  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  1967-1968 


President — Thomas  W.  Murrell,  Jr.,  M.D.,  Richmond 
President-Elect — F.  Ashton  Carmines,  M.D.,  Newport  News 
Past-President — K.  K.  Wallace,  M.D.,  Norfolk 
Vice-Presidents — W.  Leonard  Weyl,  M.D.,  Arlington 

Dennis  P.  McCarty,  M.D.,  Front  Royal 
W.  Nash  Thompson,  M.D.,  Stuart 
Executive  Secretary-Treasurer — Robert  I.  Howard,  Richmond 
State  Commissioner  of  Health — Mack  I.  Shanholtz,  M.D.,  Richmond 
Editor,  VIRGINIA  MEDICAL  MONTHLY — Harry  J.  Warthen,  M.D.,  Richmond 
Speaker  of  the  House — W.  Callier  Salley,  M.D.,  Norfolk 
Vice-Speaker — Thomas  S.  Edwards,  M.D.,  Charlottesville 


Raymond  S.  Brown,  M.D.,  Gloucester 
William  S.  Hotchkiss,  M.D.,  Norfolk 
William  R.  Hill,  M.D.,  Richmond 
William  Grossmann,  M.D.,  Petersburg 
F.  H.  McGovern,  M.D.,  Danville 


COUNCILORS 

Harry  B.  Stone,  Jr.,  M.D.,  Roanoke 
James  C.  Respess,  M.D.,  Charlottesville 
W.  D.  Liddle,  M.D.,  Fredericksburg 
Carl  E.  Stark,  M.D.,  Wytheville 
Carl  P.  Parker,  Jr.,  Falls  Church 


TO  AMERICAN  MEDICAL  ASSOCIATION 


DELEGATES  AND  ALTERNATES 

Delegates 

1968-69 

W.  Linwood  Ball,  M.D.,  Richmond 
Allen  Barker,  M.D.,  Roanoke 

1967-68 

W.  Callier  Salley,  M.D.,  Norfolk 


Alternates 

1968-69 

Alexander  McCausland,  M.D.,  Roanoke 
Russell  Buxton,  M.D.,  Newport  News 

1967-68 

Richard  E.  Palmer,  M.D.,  Alexandria 


Abbott  Laboratories 

Bayberry  Psychiatric  Hospital-- 

Blue  Cross-Blue  Shield 

Boar’s  Head  Inn 

Breon  Laboratories  

Burroughs  Wellcome  & Co._  _ - 

Campbell  Soup  Co 

Coca-Cola  

Delta  Leasing 

Dyer,  David  A.,  Insurance 

Geigy  

Gill  Memorial  

Highland  Hospital 

Hynson,  Westcott  & Dunning,  Inc. 

Jefferson,  A.  G 

Johnston-Willis  Hospital  _ 

Jones  and  Vaughan 

Lakeside  

Lederle  Laboratories 

Stephen  A.  Levick  Co 

Eli  Lilly  and  Co 

Medical  Plan  of  Virginia 

Medicine  in  Virginia 

National  Drug 

Parke  Davis  & Co 

Peoples  Service  Drug  Stores 
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cJ7]asy  on 
thec^udget... 

GJ7'Jasy  on 
the£J\£other 

G'kG'kTablets  (Gy  Elixir  ’/7J VG> 
cpor  c ‘Jr on  C£)eficiency  Qy^nemia 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


K 


FAMOUS 


brand  of  FERROUS 


GLUCONATE 


yCO 

USE  ‘POLYSPORIN’ 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  'h  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U  S A.)  INC. 
Tuckahoe,  N.Y. 


brand 


‘POLYSPORie 

POLYMYXIN  B-BACITRACI 

OINTMENT 

Wp  prevent  infection  ill 
bums,  and  abrasion*'  < 
aid  in  healing. 
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What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 

In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (V*  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D 
Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Count  the  Prescriptions 
filled  by  Peoples  Drug  Stores 
and  you  get  100  million 
times  people  have 
counted  on  Peoples 


V 


We  have  passed  the  hundred  million 
mark.  That’s  the  number  of  prescrip- 
tions filled  by  all  Peoples  Drug  Stores 
since  we  opened  our  doors  in  1905.  We 
say  this  with  great  pride,  since  this  im- 
pressive figure  illustrates  an  impressive 
public  confidence.  Because  behind  all 
prescribed  medicine  at  Peoples  is  con- 
fidence — in  the  physician  who  pre- 
scribes, the  manufacturer  who  supplies, 
and  the  pharmacist  who  fills  the  pre- 
scription. At  Peoples,  nothing  is  more 
important  to  us  than  this  confidence. 


PRESCRIPTION  DRUG  STORES 


T oo  tense  to  sleep  ...too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension,  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Open-eyed  nights 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications : Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  shoidd  not  he  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  ( e.g ., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  2'A  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2Zi  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  2 14 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 


Roche" 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


(not  for  use  under  6 months). 
Supplied : Valium®  (diazepam) Tab 
lets,  2 mg,  5 mg  and  10  mg;  bottles 
of  50,  100  and  500. 


\alium(d  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 


PROGRAM 

ISSUE 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor"  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic ..  .when 
you  can  match  the  antibiotic  to  the  urine . . .by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracyclineHCl. 


IOI  X I .OMYC  I N 

DEMBTHYlCHLOKrETRACVCLINE 
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Volume  95,  September,  1968 


5 


“Early  in  1953  Davis  and  Grand  undertook  a review  of  well  established  practices  connected  with  the 
treatment  of  T.  vaginalis  infections.  For  instance,  it  had  been  accepted  that  an  acid  douche  should  be 
employed.  This  was  based  on  cultural  studies  showing  that  when  the  pH  was  below  5 the  organisms 
would  die.  They  found  that  the  commonly  used  vinegar  douche  with  a pH  of  3 showed  no  visible 
effect  on  T.  vaginalis  under  the  microscope  in  15  minutes.  Both  citric  and  lactic  acid  were  tested 
with  similar  results.  Davis  then  recalled  that  in  his  early  treatment  of  T.  Vaginalis  infections  over 
30  years  ago  he  had  had  his  first  successes  with  alkaline  preparations,  and  when  he  returned  to  their 
use  the  patients  reported  them  more  soothing  than  the  previously  used  acid  solutions.” 

(Am.  J.  Obst.  & Gynec.,  68:559,  1954) 


Criteria  for  Cleansing  Douche 


“Daily  douching  often  is  a part  of  the  treatment  administered  in  dealing  with  T.  vaginalis  and  since 
it  is  possible  that  the  solution  might  contain  agents  that  could  hamper  the  regrowth  of  Doederlein 
bacillus,  the  following  properties  were  said  to  be  ideal. 

1.  It  should  contain  a harmless,  nonsensitizing  detergent  to  remove  mucous  deposits  and  debris. 

2.  It  should  not  contain  any  antibacterial  agents,  since  the  contact  possible  during  douching 
would  be  so  fleeting  that  anti-bacterial  action  could  not  be  expected. 

3.  It  should  be  acid  in  pH. 

The  3rd  property  seems  to  be  the  most  illogical  and  unimportant.  If  contact  is  so  fleeting 
that  antibacterial  actions  could  not  be  expected,  it  would  seem  to  follow  that  its  acid  quality 
would  be  of  no  consequence.  Furthermore,  acid  solutions  are  irritating  to  the  mucosa  and 
oftentimes  accentuate  inflammation. 


Actually,  the  value  of  a douche  is  generally  conceded  to  be  confined  to  its  use  as  a cleansing  and 
deodorizing  agent.  The  encouraging  results  achieved  with  a detergent  douche  solution  in  treating 
infections  of  the  vagina  are  probably  attributable  to  the  enormous  normal  recuperative  powers  of  the 
vaginal  tissues  which  have  been  under-estimated  as  a factor  in  the  restoration  of  normal  physiology. 

Therefore,  simple  cleansing  of  the  vagina  with  a non-irritating,  mildly  alkaline  douche  which  is 
soothing  to  the  vaginal  mucosa  and  which  penetrates  and  flushes  out  the  dead  organisms,  debris  and 
mucinous  materials  frequently  enables  the  physiological  processes  to  overcome  the  infection.” 

Charles  B.  Marek,  M.D.,  Chief  of  Gynecology;  Bon  Secours  Hospital:  personal  communications  August  11,  1964 


For  physician  samples  write  to: 


• Baltimore,  Md.  21202 


Eastern  Research  laboratories,  Inc. 


302  S.  Central  Ave. 


( SYRUP  OR  CHLORAL  HYDRATE  ) 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful 


JONES  and  VAUGHAN 
Richmond  26,  Virginia 


Now. . .two  ways 
to  protect  your  single 
most  important  asset 
. . .your  income 


JoinThe  Medical  Society  of  Virginia’s 

sponsored  and  endorsed  Disability  Income  and 
the  new  In-Hospital  Income  plans 


New  In-Hospital  Plan  Features: 

□ Pays  in  addition  to  any  other  insurance  carried 

□ Benefits  go  directly  to  you  to  spend  as  you  wish 

□ Your  employees  may  enroll 

□ Your  family  is  eligible 

□ Special  convalescence  benefits 

□ No  termination  because  of  age 

□ Supplements  your  Major  Hospital  Nursing  Program 


Why  take  risks? 

Let  the  insurance 
company  take  them 
for  you.  Guarantee 
yourself  an  income 
when  disabled  or 
hospitalized.  Use 
coupon  below  to  get 
complete  information. 


Mail  to:  David  A.  Dyer  Insurance  Agency,  Medical  Arts  Bldg.,  Roanoke,  Virginia  24011 

Send  me,  without  obligation,  all  the  facts  on: 

Q Disability  Income  □ In-Hospital  Income  Plans 


Name. 


Address. 

City 


.State. 


.Zip. 


Both  plans  underwritten  by 


Insurance  Company  of  North  America 


B 


MONEY 

For  relief  from  the  worry  and  expense  brought  on  by  accident 
and  sickness  disability. 


When  doctors  are  disabled  and  prevented  from  practicing,  expenses  mount  up  fast.  They  face 
not  only  the  bills  associated  with  today’s  costly  medical  treatment,  but  the  great  expense  of 
maintaining  an  office  and  full  staff  as  well.  That’s  why  the  cost  of  just  one  month’s  disability  often 
runs  into  thousands  of  dollars! 

Your  Medical  Society  of  Virginia  knows  this.  That's  why  they  have  sponsored  two  plans  that  offer 
the  standard  remedy: 


MONEY 

• A Professional  OVERHEAD  EXPENSE  Plan 

which  pays  fixed  office  expenses  when  you're  disabled  and 

prevented  from  practicing  due  to  accident  or  sickness. 

€ A Catastrophic  HOSPITAL-NURSE  Plan 

which  pays  the  high  costs  of  medical  treatment  associated  with 

accident  and  sickness  disability. 


Both  of  these  Plans  are  sensibly  priced  because  of  your  Association’s  sponsorship. 

And  either  or  both  of  them  can  go  to  work  for  you,  today  ...  if  you  call  us  now.  Find  out  for  your- 
self why  your  Society  has  selected  these  insurance  plans  as  the  best  available  to  its  Members. 
For  more  information,  write  or  call  collect.  There  is  no  obligation,  of  course. 

Administrator,  David  A.  Dyer 
Medical  Arts  Building 

Roanoke,  Virginia  24011  Phone:  344-5000 
A Both  Plans  underwritten  by 

AMERICAN  CASUALTY  COMPANY 

OF  READING.  PENNSYLVANIA 
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cJ7jasy  on 
thecQudget... 

GJ7]asy  on 
the^J[fother 

G^,GATablets  Elixir  j/r) Vq) 

or  c 'Jron  j^)eficiency  Qydnemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 


brand  of  FERROUS 


on 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  Y 

TETRACYCLINE  CAPSULES 
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TETRACYCLINE 


Winchester® 

Str^diurg 

if  ° © 

* Front  Royal 


ft* 


Grundy 

# oClintwood 

r oo'ochia  Richlands  ° 

^voWise  O Dante 

® Norton 

Saltville0 


s Big  Stone  Gap 

Bristol 

^^^lynnGardensjy™  ■ *§)« 


/ 


r>J 


Luray  o Warrenton0 


xr> 

Leesburgo  % 

Vienna^^ 

Falls  Church^.. 

Manassas  Pk.0  AlexandriO 
o 1ax 


Man* 


,s*aS 


Triangle 


♦ 

Warm  Sprs.Q 


Harrisonburg 

© Madison 

o Elkton  ° Fredericksburg 

Bridgewater  ® 

Staunton®  ° Spotsylvania 

°Gordonsvilte 


Monterey 


m Waynesboro®  ® 

f Clifton  ■ --ton  Alberene 
♦ Forge  ve^ogt°  ° 

_ ■$  o © © Buena  Vista 

G^nngton  y © j ^ 

~ Ruchanann  Amherst0 


Charlottesville 

°Palmyra 


Ashland. 


Lynchburg 

Bedford  3 


I N 

Richmond®  oH"J"onn''p:‘ 


Tappahannock 


o Narrows  Salem 

nI  ^ , Blacksburg-  ® ©oVmton 

c Bluefield  Radford  a o„u  Roanoke 

Tazewell  u Christiansburg 

®Pulaski  On  , , , 

Rocky  Mount 


o Madison  Hts. 


Cumberland 


• r&China 

f*eedville  ^ oA'omoc 
Lancaster  Onacock  J 

£*morC^° 


Chincoteague 


Wytheville  ® 
® Marion 


o Abingdon  Fries  o ° Hillsville  Bassett  o c^0'''nsv'"e  ° ^a,hom 

Independence  ®Gal  ^e/da/e°  O^^^sville 


f o ChesterQ  .. 

P’^willilmsbur«- 

«*■  Blachstone0  “■*.  PT«H»Pt» 

Victoriao 

Kenbndge  . 

QChase  City  Lawrenceville  PortSmOUtR® 

c n„ctnn  O o Courtland-  Suffolk® 

©S.  Boston  South  Hi||  Emporja@  © 


West  romrK 

^WilliamsburgCj^ 
'^X^ljHampton 

Newport  News° ^Horfolk 


© Danville 


°Clarksville 


Franklin 


a ©Virginia  Beach 


can  Map  Co.,  Inc.,  New  York,  No.  NY  388 


See  inside  fold  for  product  summary. 


IM,  Ametic 


Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  capsules 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 


each  tablet,  capsule  or 
5 cc.  of  elixir  (23%  alcohol) 


each  Donnatal 
No.  2 


each 

Extentab® 


yoscyamine  sulfate  0.1037  mg. 
tropine  sulfate  0.0194  mg. 

yoscine  hydrobromide  0.0065  mg. 
henobarbital  (%  gr.)  16.2  mg. 
Earning : may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


/WROBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 





Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  30'  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month  s 
supply  at  a very  reasonable  cost  Also  the  economy  size 
of  100  Available  at  pharmacies  on  your  prescription  or 
recommendation. 

A H.  Robins  Company,  Richmond,  Va  23220. 
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Count  the  Prescriptions 
filled  by  Peoples  Drug  Stores 
and  you  get  100  million 
times  people  have 
counted  on  Peoples 


We  have  passed  the  hundred  million 
mark.  That’s  the  number  of  prescrip- 
tions filled  by  all  Peoples  Drug  Stores 
since  we  opened  our  doors  in  1905.  We 
say  this  with  great  pride,  since  this  im- 
pressive figure  illustrates  an  impressive 
public  confidence.  Because  behind  all 
prescribed  medicine  at  Peoples  is  con- 
fidence— in  the  physician  who  pre- 
scribes, the  manufacturerwho  supplies, 
and  the  pharmacist  who  fills  the  pre- 
scription. At  Peoples,  nothing  is  more 
important  to  us  than  this  confidence. 


PRESCRIPTION  DRUG  STORES 
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‘‘Now  that  your  acne  is  clearing  up  nicely,  |( 

it  might  be  a good  idea  if  you  started  losing  some  weight. 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  Effects.- Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 

Pearl  River,  New  York  407-8 
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WHY  DOES  THE  MEDICAL  SOCIETY  OF  VIRGINIA 
RETIREMENT  PLAN  OFFER  A 
VARIABLE  ANNUITY? 

Because,  as  the  prospectus  already  furnished  you  explains  in  greater  detail,  your 
annual  contributions  are  accumulated  in  a fund  invested  in  a diversified  portfolio  of 
common  stocks,  thus  providing  a possible  hedge  against  inflation  after  retirement 
as  well  as  before. 

Of  equal  importance,  your  retirement  benefits,  which  will  vary  from  month  to  month 
in  accordance  with  the  investment  performance  of  the  fund,  are  guaranteed  to  con- 
tinue for  your  lifetime.  As  long  as  you  live  and  regardless  of  what  the  investment 
results  may  be,  you  cannot  exhaust  your  interest  in  the  fund. 


REQUEST  FOR  CONFIDENTIAL  INFORMATION 

Name  Birth  date  Sex  

Address  City  State  

Zip 

Please  send  me  an  illustration  of  how  The  Medical  Society  of  Virginia  Retirement  Plan  might  work 

out  for  me,  based  on  an  annual  contribution  of  $ , which  is  approximately 

% of  my  net  annual  income  from  private  practice.  I have  full  time 

employees  with  more  than  three  years  of  service,  who  earn  $ in  total  per  year. 

Mail  to:  The  Medical  Society  of  Virginia  Retirement  Plan 
232  Southern  Building 
805  Fifteenth  St.,  N.W. 

Washington,  D.  C.  20005 
or  phone  (collect)  202/638-4211 
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Photo  professionally  posed 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN‘VEEK 

(potassium  phenoxymethyl  penicillin) 


You  be  the  judge,  Docto 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  I tablet  three  times  a day; 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


AHDOBINS 


In  peptic  ulcer  therapy,  wont  you 
give  Robinul  For  te  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
re  as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
^motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
Deristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

Mo  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 


c(L- 


Next:  Wait  10  days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 


And  let  you  control  the  dosage 


With  Novahistine  LP  tablets  and  Novahistine 


Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic  - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


Each Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


“Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 
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Only 

/ ® 

TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 

and 
it's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  advantages: 

accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 


• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 


• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 


• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away 

TUBEX  ^ 

sterile  cartridge-needle  unit 

Wyeth  Laboratories  Philadelphia,  Pa. 


J 

to 

UNIT  DOS  JC 
MCOICAT/ON 
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line. 


(NewTUBEXare  constantly  being  added) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y, 


and  Valium  (diazepam) 

The  ability  of  Valium  to  help  relieve  skeletal  muscle  spasm— 
as  well  as  psychic  tension— demonstrates  its  clinical  value  and 
versatility. 

The  muscle- relaxant  effect  obtained  with  Valium,  used  ad- 
junctively  with  other  drugs  or  physiotherapy,  favorably 
affects  the  entire  cluster  of  spasm-related  symptoms  . . . helps 
accelerate  return  to  normal  activity. 

When  skeletal  muscle  spasm  and  psychic  tension  coexist,  the 
calming  effect  of  Valium  is  an  added  therapeutic  benefit  that 
contributes  to  the  total  management  of  the  patient. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiflf-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  uri- 
nary retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 


HJOChej-] 

& 

Roche9 

LABORATORIES 


Division  of  Hoffmann-la  Roche  Inc. 
Nutley.  New  Jersey  07110 


Louie  lost  weeks  with 
a painful  shoulder.  That’s  a lot  of  fish. 

It  might  have  been  different  with  Butazolidin®  alk. 


100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 


If  it  doesn’t  work  in  a week,  forget 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  peptic 
ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs  are 
given  concurrently.  Large  doses  of  the  alka 
formulation  are  contraindicated  in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnostic 
tests  if  drug  is  continued.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in  the  first  tri- 
mester of  pregnancy  and  in  patients  with 
thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemor- 
rhage occur.  Make  complete  blood  counts  at 
weekly  intervals  during  early  therapy  and  at 
2-week  intervals  thereafter.  Discontinue  the 
drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly 
and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics.  In 
elderly  patients  and  in  those  with  hypertension 
the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been 
associated  with  peptic  ulcer  and  may  reac- 
tivate a latent  peptic  ulcer.  The  patient  should 


be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson syndrome,  LyeH’ssyndrome  (toxic 
necrotizing  epidermolysis),  or  ageneralized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occursud- 
denly  in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any  spe- 
cific case, consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 
other  factors  influencing  drug  response. 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  6U-5926 


Butazolidin  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

1.25  mg.  homatropine  methylbromide 


When  it’s  time  for  Thorazine  ^romazme 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Ad  verse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration: 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg.; 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.; 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 
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IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon  (iron  dex- 
tran  injection)  will  measurably  begin  to  raise  hemoglobin  and  a 
complete  course  of  therapy  will  effectively  rebuild  iron  reserves. 
The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  deficiency  may  include: 
patients  in  the  last  trimester  of  pregnancy;  patients  with  gastro- 
intestinal disease  or  those  recovering  from  gastrointestinal  sur- 
gery; patients  with  chronic  bleeding  with  continual  and  extensive 
iron  losses  not  rapidly  replenishable  with  oral  iron;  patients 
intolerant  of  blood  transfusion  as  a source  of  iron;  infants  with 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg. 
in  each  cc.  The  solution  contains  0.9%  sodium  chloride  and  has 
a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre- 
servative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc.  in  infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  total  iron  requirement  for  the  individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a Z-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
sionally been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject  only 
in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contra- 
indicated in  patients  sensitive  to  iron  dextran  complex.  Since  its 
use  is  intended  for  the  treatment  of  iron  deficiency  anemia  only 
it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses, 
Imferon  (iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
in  guinea  pigs.  The  risk  of  carcinogenesis,  if  anv  in  man,  follow- 
ing recommended  therapy  with  Imferon  (Iron  dextran  injection) 
appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4; 
10  cc.  multiple  dose  vials. 


Each  10  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves— 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


See  package  insert  for  complete  prescribing  information. 
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...but  his  other  symptoms: 

functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

(AMITRIPTYLINE  HCI|MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

£$  MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  TODAY’S  THEORY  IS  TOMORROWS  THERAPY 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 


Norflex 

(orphenadrine  citrate) 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  full  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91 324 


800192 


Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Guest  Editorial 


Chemoprophylaxis  for  the  Prevention 
of  Tuberculosis 

SINCE  1960  the  policies  of  the  National  Tuberculosis  Association,  the 
U.  S.  Public  Health  Service,  the  Virginia  State  Department  of  Health 
and  the  Virginia  Tuberculosis  and  Respiratory  Disease  Association  have 
been  strongly  affected  by  the  concept  of  chemoprophylaxis  for  the  pre- 
vention of  tuberculosis.  Every  few  months  a newer  and  stronger  set  of 
instructions  emerges.  The  basic  principle  towards  which  we  are  directing 
our  efforts  is  in  the  preamble  of  the  American  Thoracic  Society’s  state- 
ment in  the  American  Review  of  Respiratory  Diseases,  September,  1967, 
as  follows: 

Persons  Recommended  for  Chemoprophylaxis 

"Every  positive  reactor  is  at  some  risk  of  developing  active  disease. 
Thus,  any  person  found  to  have  a reaction  of  10  mm.  or  more  to  the 
Mantoux  test,  using  5 TU  of  PPD,  should  receive  chemoprophylaxis 
whenever  he  is  identified. 

"Since  in  the  immediate  future  it  is  not  practical  to  test  and  treat  the 
entire  population  of  positive  reactors,  priorities  must  be  set  for  public 
health  programs  taking  into  consideration  the  relative  risk  of  developing 
active  disease,  the  opportunities  of  infecting  others,  particularly  children, 
and  the  resources  available  in  the  community.  The  total  cost  must  also 
be  taken  into  account. 

"For  certain  groups,  chemoprophylaxis  is  mandatory.  These  groups 
include  certain  inactive  cases,  certain  special  clinical  situations,  contacts, 
converters,  and  positive  reactors  among  young  children  and  adolescents.” 

Isoniazid,  10  mg.  per  kilogram  of  body  weight  per  day  for  children, 
not  to  exceed  300  mg.  per  day  for  children  or  adults  and  to  be  adminis- 
tered in  a single  daily  dose  for  a period  of  twelve  months  is  the  present 
recommendation.  Toxicity  is  minimal  and  reversible.  Extension  to  two 
years,  treating  until  the  tuberculin  test  reverts  to  negative,  or  repeating 
a year  of  Isoniazid  chemotherapy  every  ten  years  for  those  remaining 
tuberculin  positive  are  probable  future  recommendations. 


All  inactive  cases  of  previously  known  clinical  tuberculosis  who  have 
not  had  adequate  chemotherapy  by  present  standards  are  of  prime  im- 
portance. Of  almost  equal  importance  are  people  with  x-ray  shadows 
suggestive  of  inactive  tuberculosis  if  their  tuberculin  test  is  positive. 

Corticosteroid  treatment,  leukemia,  Hodgkin’s  Disease,  gastrectomy, 
and  instability  of  severe  diabetes  are  among  the  better  known  special  clin- 
ical situations  requiring  Isoniazid  coverage  when  the  tuberculin  test  is 
positive,  but  it  should  be  considered  in  any  prolonged  debilitating  illness. 
In  young  children,  measles  and  whooping  cough  are  an  indication  for 
tuberculin  testing.  If  the  test  is  positive,  a year  of  chemoprophylaxis  is 
advised.  If  the  chemoprophylaxis  has  been  previously  given,  a repeat 
course  of  about  eight  weeks  is  indicated. 

The  approach  towards  close  contacts  of  active  cases  of  tuberculosis 
varies  with  the  personnel  and  money  available.  In  a good  program,  the 
positive  tuberculin  reactors  are  started  on  Isoniazid  at  once,  and  the 
negative  reactors  are  retested  three  months  later.  If  a good  tuberculin 
testing  program  cannot  be  accomplished,  it  is  acceptable  to  give  INH 
to  all  close  contacts  of  active  cases  for  at  least  one  year  after  the  contact 
is  broken.  In  certain  situations  in  which  the  contact  cannot  be  broken, 
an  indefinite  period  of  INH  can  be  planned  for  the  closely  exposed 
contacts. 

Positive  tuberculin  infants  and  young  children  found  in  the  first  grade 
school  testing  program  are  candidates  for  chemoprophylaxis.  In  general, 
tuberculin  testing  can  then  be  relaxed  until  age  14  or  about  the  seventh 
grade  school  testing  program.  The  adolescent  and  young  adult  compose 
the  second  peak  period  requiring  prophylaxis  when  the  tuberculin  test 
is  positive.  The  third  special  age  of  chemoprophylaxis  is  in  the  middle- 
aged  and  elderly  who  have  a positive  tuberculin  test  combined  with  a 
chest  x-ray  shadow  of  indeterminate  age  and  etiology. 

There  is  much  to  be  said  for  regularly  repeated  tuberculin  testing  since 
the  "recent  converter”  is  a special  problem.  First,  special  watching  is 
needed  as  the  rate  of  clinically  active  tuberculosis  is  high  during  the  first 
18  months  after  conversion  to  positive.  This  danger  period  gradually 
tapers  off  during  the  next  three  years.  Secondly,  prompt  chemoprophy- 
laxis to  the  "recent  converter”  can  revert  the  tuberculin  test  to  negative. 
This  admirable  goal  is  reached  in  only  a small  percent  of  the  people  whose 
tuberculin  tests  have  been  positive  for  a long  period. 

If  in  doubt  from  conflicting  recommendations,  I again  refer  you  to 
the  basic  principles  quoted  at  the  beginning  of  this  article.  In  addition,  if 
clinical  judgment,  chest  x-rays  or  sputum  studies  indicate  that  clinical 
tuberculosis  may  be  present,  the  problem  is  no  longer  simple  chemopro- 
phylaxis but  requires  a more  vigorous  approach  to  diagnosis  and  treatment. 

Wyatt  E.  Roye,  M.D. 


Veterans  Administration  Hospital 
Richmond,  Virginia  23219 
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The  Treatment  of  Poisonous  Snakebites 
in  Virginia 


WILLIAM  F.  BURNETT,  M.D. 
Salem,  Virginia 


There  has  been  no  death  from 
snakebite  recorded  in  Virginia  in 
the  past  ten  years.  There  is  an  es- 
timated incidence , however , of 
over  200  cases  of  snakebite  an- 
nually. Morbidity  and  mortality 
depend  not  only  upon  envenoma- 
tion  but  also  upon  complications 
of  the  first  aid  treatment  and  de- 
finitive therapy. 


IN  A SYSTEMATIC,  nationwide  study  of 
snakebite  accidents  in  1959,  Parrish1'  esti- 
mates the  incidence  to  be  greater  than  6,000 
per  year.  He  believes  that  previous  reports 
of  1,278  annually  are  far  too  low.  Most  peo- 
ple presume  that  the  bite  of  a snake  means 
probable  death;  however,  the  national  death 
rate  is  less  than  20  persons  per  year1’  G with 
the  estimated  occurrence  of  poisonous  snake- 
bites in  Virginia  in  1959  being  217  or  5.47 
per  100,000  population.6 

Poisonous  snakes  in  Virginia  are  the  water 
moccasin,  rattlesnake  (timber  and  cane 
brake)  and  copperhead.  The  more  danger- 
ous moccasin  and  cane  brake  rattlers  inhabit 
only  the  southeastern  counties  of  the  coastal 
plain,  while  timber  rattlers  locate  in  the 
western  half  of  the  state  in  the  mountains. 
The  copperhead  is  ubiquitous  in  the  State, 
with  a survey  of  200  cases  of  snakebite  in 

From  the  Department  of  Surgery,  University  of 
Virginia  Medical  Center,  Charlottesville. 


40  hospitals  in  Virginia  in  1954  revealing 
that  approximately  8 5 per  cent  were  victims 
of  copperhead  bites.4 

In  Virginia  there  is  a seasonal  distribution 
of  snakebite  accidents  which  begins  in  early 
April  and  continues  to  the  end  of  October, 
with  peak  incidence  in  July.4,  6 

Diagnosis 

Snakebite  constitutes  an  occupational 
hazard  for  agricultural  workers,  profes- 
sional snake  handlers,  and  certain  religious 
cults.  In  these  cases  it  is  usually  not  difficult 
to  recognize  envenomation  by  a poisonous 
snake.  On  occasion,  the  patient  will  present 
the  snake  to  the  physician  for  identification. 
However,  one  must  frequently  attend  a 
patient  in  whom  the  diagnosis  is  question- 
able. Sometimes  the  victim  has  not  seen  the 
snake,  but  a few  pertinent  questions  will 
establish  the  diagnosis.  It  is  helpful  to  know 
if  poisonous  snakes  are  in  the  area  of  the 
accident  and  most  important  to  determine 
the  exact  time  of  the  accident  in  order  to 
make  a diagnosis  and  begin  definitive  ther- 
apy. One  must  rule  out  the  possibility  of  the 
accident  being  the  result  of  a bee  sting, 
puncture  wounds  by  splinters  or  thorns,  or 
other  agents. 

The  physician  may  have  to  depend  upon 
the  physical  examination  alone  to  establish 
the  diagnosis.  Discrete  fang  marks  may  not 
be  present,  or  there  may  be  only  one  punc- 
ture wound  which,  of  course,  does  not  rule 
out  envenomation.  With  true  envenoma- 
tion there  is  a progressive  reaction  begin- 
ning with  local  ischemia,  followed  by  edema, 
discoloration,  gangrene,  and  sloughing  of 
the  tissue  if  it  is  allowed  to  progress  with- 
out treatment.  The  earliest  symptom  of 
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toxin  injection  is  immediate,  excruciating, 
and  continuous  pain.  In  15-20  minutes  fol- 
lowing the  injection  there  is  local  edema. 
If  there  is  no  edema  within  one  hour  of  the 
injection,  one  can  be  almost  certain  that 
the  injury  was  not  due  to  the  bite  of  a 
poisonous  snake.  Within  two  hours  of  the 
injection,  constitutional  signs  and  symptoms 
occur  including  nausea,  vomiting,  syncope, 
and  mental  depression. 

Treatment 

To  delay  absorption  of  the  venom,  neu- 
tralize the  toxin,  and  support  the  patient 
are  the  general  principals  to  consider  in  em- 
ploying either  first  aid  or  definitive  treat- 
ment in  the  care  of  snakebite  victims. 

The  toxic  substance  which  the  snake  in- 
jects contains  protein,  chiefly  globulins,  and 
carbohydrates  along  with  calcium,  phos- 
phorus, magnesium,  ammonia,  and  other 
chemicals.  It  also  comprises  enzymes, 
mainly  proteases,  peptidases,  and  phospha- 
tidases,  as  well  as  hyaluronidase,  and  the  less 
important  ribonuclease,  A.  T.  P.  -ase  and 
L-amino  acid  oxidase.1 2, 3 4 5 6  ‘ 

The  venom  of  all  three  types  of  poison- 
ous snakes  in  Virginia  contains  both  hema- 
toxic  and  neurotoxic  properties.  The  hemo- 
toxic properties  may  cause  hemolysis  as  well 
as  agglutination  of  red  cells.  The  neuro- 
toxic component  has  a curare-like  effect 
which  prostigmin  reverses.  There  are  prop- 
erties in  the  venom  of  the  moccasin  which 
will  destroy  prothrombin  and  fibrinogen. 

The  possibility  of  severe  complication  or 
death  from  these  toxins  depends  on  several 
factors: 

1.  Age,  size,  and  physical  condition  of 
the  victim. 

2.  Location  of  the  bite. 

3.  Size  and  species  of  the  snake. 

4.  Elapsed  time  before  institution  of 
therapy. 

5.  Immediate  treatment. 

6.  Definitive  treatment. 


A.  Immediate  Treatment 

To  delay  absorption  of  the  venom  is  the 
primary  aim  of  first  aid.  The  properly  ap- 
plied tourniquet  will  delay  absorption  and 
should  be  tightened  until  a pressure  is 
reached  sufficient  to  occlude  lymphatic 
and  venous  flow  and  advanced  proximally 
as  the  edema  progresses.  Incision  and  suction 
is  helpful  if  performed  early  and  at  the  site 
of  the  injection.  There  is  experimental  evi- 
dence that  venom  cannot  be  extracted  from 
incisions  made  proximal  to  the  injection  if 
more  than  30  minutes  have  elapsed  from 
the  time  of  the  bite.3  If  the  incision  is  too 
shallow,  suction  is  useless.  Generally,  venom 
is  injected  at  a depth  which  is  3/4  of  the 
distance  between  the  fang  marks.  To  be 
effective,  incisions  should  be  made  to  the 
depth  of  the  injection.  If  an  untrained  per- 
son is  attempting  this  procedure,  however, 
vital  structures,  such  as  nerves  and  vessels  in 
the  area,  are  in  jeopardy,  and  complications 
from  the  incision  may  be  more  serious  than 
the  snakebite  itself.  Ice,  which  is  generally 
available,  will  decrease  the  absorption  rate  of 
the  toxin;  however,  unless  correctly  applied 
and  closely  observed,  the  use  of  ice  may  be 
detrimental.  Because  of  the  severe  vasospasm 
that  results  from  toxin,  vascular  compro- 
mise is  already  present.  The  addition  of  ice 
may  cause  total  compromise  of  the  blood 
supply  of  an  extremity  with  subsequent 
gangrene  and  loss  of  the  extremity.  Oral 
intake  of  alcohol  is  injudicious.  Not  only 
will  it  cause  increased  circulation  and  ab- 
sorption of  the  toxin,  but  also  its  depressant 
effect  on  the  central  nervous  system  is  syner- 
gistic with  the  venom.  It  is  important  to 
keep  the  victim  as  calm  as  possible  and  con- 
sult the  nearest  available  physician. 

B.  Definitive  Treatment 

After  establishing  a diagnosis  of  envenom- 
ation,  the  physician  should  observe  the  pa- 
tient closely  and  preferably  admit  him  to  a 
hospital.  The  affected  extremity  should  be 
immobilized  to  decrease  the  lymphatic 
flow,  and  no  depressants  which  interfere 
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with  evaluation  of  the  central  nervous  sys- 
tem should  be  given.  For  the  same  reason, 
pain  medication  should  be  used  sparingly. 
Because  of  its  antihyaluronidase  activity, 
cortisone  may  be  useful  primarily  to  reduce 
symptoms.  The  puncture  wounds  and  inci- 
sions, if  present,  should  be  treated  with  the 
appropriate  antitetanus  preparation  (tox- 
oid or  antitoxin),  soaks,  and  antibiotics  if 
deemed  necessary.  The  use  of  whole  blood 
or  plasma  may  be  necessary  when  cardio- 
vascular collapse  threatens  the  patient  as  a 
result  of  late  treatment  or  due  to  direct 
injection  of  the  venom  into  the  bloodstream. 
Since  the  toxins  cause  agglutination  of  blood 
cells,  there  is  interference  with  the  cross 
match.  Obtaining  blood  samples  early  may 
alleviate  this.  Antihistaminics  may  be  help- 
ful in  decreasing  symptoms. 

Crotalidae  polyvalent  anti-sera  (Wyeth) 
is  available  in  most  hospitals.  Since  the  moc- 
casin, rattler,  and  copperhead  snakes  are  in 
the  same  biologic  family,  the  same  anti- 
sera is  useful  for  victims  of  the  bite  of  any 
of  these  snakes.  The  dose  is  calculated  ac- 
cording to  the  size  of  the  patient  and  the 
site  of  the  bite.  Because  there  is  less  resist- 
ance and  less  body  fluid  to  dilute  the  poison 
in  a small  patient,  the  larger  the  initial  dose 
of  anti-sera  should  be.  One  must  also  con- 
sider the  lapse  of  time  since  the  bite  and  the 
severity  of  symptoms.  In  a 150  lb.  adult, 
10  cc  (1  vial)  of  anti-serum  may  neutralize 
a copperhead  bite,  whereas  100  ml  (10  vials) 
or  more  may  be  necessary  for  a large  moc- 
casin or  rattler  bite.  In  a 20-40  lb.  pa- 
tient the  initial  dose  may  be  from  3-10 
vials  or  30-100  ml.  Since  antivenom  is  of 
equine  origin,  a skin  test  for  possible  allergic 
reactions  to  horse  serum  is  necessary.  If  pain 
and  active  swelling  persist,  it  is  possible  to 
administer  subsequent  vials  of  anti-serum 
every  one-half  to  one  hour. 

Inject  anti-sera  intramuscularly  or  sub- 
cutaneously around  the  extremity  above  the 
area  of  swelling  but  never  into  a closed 
space  such  as  the  finger  or  the  toe.  If  the 
bite  is  on  the  trunk,  administer  injections 


around  the  swollen  area.  If  intravenous  in- 
jection of  the  venom  has  occurred,  or  if  the 
victim  has  already  developed  systemic  symp- 
toms associated  with  coma  or  paralysis,  give 
large  doses  (10  vials  or  more)  of  anti-sera 
intravenously. 

One  should  monitor  the  vital  signs  fre- 
quently and  observe  the  patient  closely  in 
order  to  detect  weakness,  nausea  and  vomit- 
ing. If  the  patient  vomits  blood-stained  ma- 
terial, one  should  assume  that  venom  is  being 
absorbed  and  administer  additional  anti- 
sera. The  greatest  danger  for  a snakebite 
victim  is  in  the  first  24-48  hours,  when  he 
may  rally  initially  and  then  relapse.  For 
this  reason,  the  victim  should  be  under  ob- 
servation for  a minimum  of  72  hours. 

There  is  no  record  in  Virginia  of  deaths 
from  snakebite  in  the  past  10  years.9  Mor- 
bidity and  mortality  depend  not  only  upon 
envenomation  but  also  upon  complications 
of  the  first  aid  treatment  and  definitive 
therapy.  Proper  diagnosis  and  early  institu- 
tion of  sound  treatment  will  minimize  the 
severe  symptoms  and  possibility  of  death. 

Summary 

The  poisonous  snakes  of  Virginia,  their 
Statewide  distribution,  and  their  toxins  are 
described  and  related  to  methods  of  diagno- 
sis and  principles  of  therapy.  The  complica- 
tions of  envenomation  and  the  therapy  are 
stressed,  and  signs  and  symptoms  resulting 
from  early  and  late  treatment  are  described. 
Emphasis  is  upon  the  importance  of  early 
therapy  for  prevention  of  complications. 
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Let’s  Reminisce! 

planting  trees  in  cities. — There  is  more  than  meets  the  eye  in  the 
proposal,  recently  suggested  in  the  Times,  to  plant  to  the  principal  streets 
of  our  cities  with  trees.  They  would  not  only  help  to  free  the  air  from 
the  excess  of  carbon,  but  from  the  ammonia  the  recent  researches  of 
Dr.  Richardson  have  shown  to  be  constantly  emanating  from  animal 
bodies.  If  his  calculations  be  correct,  some  three  or  four  hundred  tons 
of  carbonate  of  ammonia  are  evolved  every  year  by  the  inhabitants  of 
this  metropolis.  Plants  require  as  steady  a supply  of  ammonia  as  they 
do  of  carbonic  acid,  and  in  the  midst  of  luxuriant  vegetation  the  putrid 
emanations  from  the  dung-heap  and  cesspool  are  rendered  innocuous. 
If  the  ammonia  generated  in  our  cities  is  not  freely  dispersed  by  currents 
of  air,  or  made  use  of  by  the  vegetable  world,  the  air  is  contaminated, 
and  the  blood  of  those  who  respire  it  is  brought  into  the  precise  condi- 
tion observed  in  those  who  are  afflicted  by  the  low  fevers  so  peculiarly 
prevalent  in  crowded,  filthy  localities.  Let  us  have  trees  and  shrubs, 
then,  by  all  means,  wherever  we  can  find  room  for  them;  and  if  we  do 
not  get  the  smoke  nuisance  abated  for  the  sake  of  our  own  lungs,  perhaps 
we  may  do  it  for  the  sake  of  the  trees. — Med.  Times  and  Gaz.  (Re- 
printed in  the  Virginia  Medical  Journal,  December  18  56) 
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Intravenous  Lidocaine  for  Cardiac  Arrhythmias 


JAMES  K.  COOPER,  M.D. 
FRASER  GUY,  M.D. 

jane  McBride,  m.d. 

RONALD  APTER,  M.D. 
McLean,  Virginia 


Lidocaine  has  been  used  over  a 
three  month  period  in  a small 
community  hospital  in  controlling 
cardiac  arrhythmias.  Of  seven 
cases  treated , six  experienced  sat- 
isfactory control. 

T IDOCAINE,  familiar  as  a local  anesthe- 
tic,  has  recently  been  reported  to  be 
useful  in  controlling  arrhythmias  involving 
assumed  increased  myocardial  irritability.1 
Its  use  has  been  found  to  be  feasible  and 
efficacious  in  a small  community  hospital, 
and  offers  advantages  over  previous  meth- 
ods. A standard  program  of  treatment 
which  has  evolved  at  Fairfax  Hospital  is 
presented,  with  the  results  of  its  use  in  seven 
cases. 

Methods 

Fairfax  Hospital  is  a 300-bed  community 
general  hospital.  Its  full-time  medical  staff 
consists  of  two  rotating  interns  and  one 
medical  resident.  Each  patient  was  treated 
under  the  auspices  of  an  attending  physi- 
cian; the  treatment  series  was  entered  into 
with  the  advice  of  consulting  cardiologists. 
However,  in  each  case,  treatment  was  ini- 
tiated by  the  house  officer,  who  entirely 
controlled  it. 

From  the  Fairfax  Hospital,  Falls  Church. 
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Each  patient  in  the  study  had  been  ad- 
mitted to  the  hospital’s  Coronary  Care  Unit, 
where  the  electrocardiograms  were  mon- 
itored with  a commercial  oscilloscope  and 
electrocardiograph.  When  an  arrhythmia 
involving  assumed  myocardial  irritability 
was  detected,  treatment  was  usually  initiated 
with  5 0 milligrams  (mg)  of  lidocaine  in- 
jected directly  into  a vein.  If  the  results 
failed  to  control  the  arrhythmia  within  five 
minutes,  another  50  mg  was  injected  di- 
rectly. This  dose  was  followed  by  the  intra- 
venous infusion  of  a solution  of  5 00  mg 
lidocaine  in  5 00  cc  5%  dextrose  solution, 
dripping  at  a rate  sufficient  to  control  the 
arrhythmia.  If  the  drip  became  very  slow, 
increasing  the  possibility  of  venous  obstruc- 
tion, a solution  of  plain  dextrose  was  started, 
with  the  lidocaine  solution  allowed  to  drip 
into  the  tubing  in  a "piggyback”  manner. 
On  the  other  hand,  if  the  patient  appeared 
to  need  large  amounts  of  lidocaine,  the  con- 
centration was  doubled  (one  gram  in  5 00 
cc)  to  help  limit  the  fluid  intake.  The  total 
drug  dosage  in  all  cases  was  limited  to  less 
than  5 00  mg  in  one  hour,  which  is  believed 
to  be  the  maximum  safe  dose.2  No  quinidine 
or  intravenous  procainamide  was  used  in  this 
series  during  the  acute  episode  of  arrhyth- 
mia. 

Results 

Over  the  3 -month  study  period,  this  regi- 
men was  used  in  seven  patients.  In  six  of 
these  it  was  the  chief  means  of  controlling 
the  arrhythmia,  while  in  one  it  was  neither 
helpful  nor  detrimental.  That  patient’s 
arrhythmia  was,  on  retrospect,  not  felt  to 
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be  due  to  increased  myocardial  irritability 
(see  tracing  six) . 

Case  Reports 

Case  #1.  A 49-year-old  female  with  no 
previous  cardiac  history  developed  chest 
pain  and  was  admitted  with  a diagnosis  of 
acute  diaphragmatic  myocardial  infarction. 
Physical  examination  was  unremarkable. 
Blood  pressure  (BP)  on  admission  was  168/ 
90,  pulse  rate  (P)  116.  She  received  no 
medications  except  analgesics  and  sedation. 
At  2:00  a.m.  the  following  morning,  her 
BP  fell  to  82/5  6,  P76.  At  8:50  a.m.  she  was 
first  noted  to  have  occasional  premature 


and  virtually  discontinued.  At  1:00  p.m., 
PVC’s  were  again  noted  and  the  drip  rate 
was  increased.  No  further  PVC’s  were  noted 
that  afternoon.  The  following  day  she  con- 
tinued to  get  a drip  of  lidocaine  at  a con- 
centration of  1000  mg  in  5 00  cc  D5W  and 
her  vital  signals  remained  stable.  No  fur- 
ther PVC’s  were  noted.  Later  the  concen- 
tration of  lidocaine  was  reduced  to  500  mg 
in  500  cc  and  was  run  very  slowly.  BP  re- 
mained stable  at  110/80.  On  the  afternoon 
of  the  third  hospital  day  the  lidocaine  drip 
was  discontinued.  She  continued  to  do  well 
and  was  taken  off  the  monitor  on  the  9th 


Fig.  1.  Top  tracing  shows  ventricular  tachycardia  at  onset  of  treatment  with  intravenous 
lidocaine.  Bottom  tracing  shows  results  of  treatment,  15  minutes  later.  The  figure  number 
corresponds  to  the  case  number  described.  All  tracings  are  lead  II. 


ventricular  contractions  (PVCs)  on  the 
monitor.  At  10:00  a.m.  they  became  more 
frequent,  BP  90/70.  She  developed  ven- 
tricular tachycardia  and  was  given  5 0 mg. 
lidocaine  IV.  The  tachycardia  stopped,  but 
her  PVCs  continued  and  she  received  an- 
other 5 0 mg.  The  PVC’s  stopped.  At  11:25, 
she  again  was  noted  to  have  frequent  PVC’s 
on  the  monitor.  Five  hundred  mg.  lidocaine 
was  added  to  500  cc  D5W  as  a "piggyback”; 
when  she  continued  to  have  PVC’s  another 
5 00  mg  lidocaine  was  added.  BP  and  P were 
unchanged.  At  12:00  noon  no  PVC’s  were 
noted  and  the  drip  of  lidocaine  was  slowed 


day  and  was  discharged  on  the  20th  hospital 
day  with  no  further  complications. 

Comment.  Ventricular  tachycardia  is  a 
serious  arrhythmia,  presumably  caused  or 
aggravated  by  a focus  of  myocardial  irri- 
tability. Lidocaine  was  associated  with  dra- 
matic cessation  in  this  case.  Subsequent 
PVC’s  were  felt  to  be  premonitory  of  a sec- 
ond episode,  and  were  treated  vigorously. 

Case  #2.  A 69- year-old  white  male  had 
a history  of  two  previous  myocardial  in- 
farctions. He  presented  at  the  hospital  com- 
plaining of  weakness,  nausea,  and  chest  pain. 
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His  pulse  was  82  and  blood  pressure  220 / 
110.  The  lungs  has  basilar  rales.  ECG  showed 
left  ventricular  hypertrophy  and  S-T  de- 
pression in  all  leads,  compatible  with  sub- 
endocardial ischemia  and/or  infarction. 
Continuous  ECG  monitoring  was  started, 
and  he  was  placed  on  a continuous  cardiac 
monitor.  He  was  given  oxygen,  parenteral 


did  not  prevent  the  continuation  of  his  cen- 
tral nervous  system  deterioration.  Permis- 
sion for  post-mortem  was  not  obtained. 
However,  from  his  clinical  course  it  was 
felt  he  had  a cerebral  vascular  accident;  it 
is  possible  that  he  had  a cerebral  embolus  re- 
lated to  his  probable  infarction,  but  this 
can  only  be  speculation. 


Fig.  2.  Multiple  ventricular  premature  beats  or  nodal  beats  with  aberrant  conduction.  Rate 
slowed  and  became  normal  sinus  rhythm  with  administration  of  lidocaine.  In  this  and  all  sub- 
sequent figures,  top  tracing  was  taken  at  initiation  of  treatment,  bottom  tracing  was  taken 
within  an  hour,  showing  effects  of  treatment. 


phenobarbital  for  restlessness,  and  lanatoside 
C,  0.4  mg.  I.V.  Three  hours  after  admis- 
sion the  patient  had  frequent  PVC’s;  he 
was  given  a rapid  drip  of  5 00  mg.  lidocaine 
in  500  ml.  5%  dextrose  in  water.  His  blood 
pressure  was  190/90  and  pulse  112  after  this 
regimen.  Thirty  minutes  later  the  PVC’s 
were  quite  infrequent  and  the  lidocaine  was 
discontinued.  Not  more  than  150  mg  of 
lidocaine  had  been  given.  During  the  next 
hour,  the  patient’s  neurological  status  de- 
teriorated, with  hemiparesis  developing,  and 
it  was  felt  that  he  had  a cerebrovascular 
accident  as  well.  His  pulse  was  90  and  blood 
pressure  110/70  when  his  respirations  sud- 
denly ceased.  Resuscitation  attempts  includ- 
ing artificial  respiration,  closed  chest  cardiac 
massage,  intravenous  bicarbonate  and  de- 
fibrillation were  unsuccessful. 

Comment.  Lidocaine  had  a satisfactory 
effect  on  the  patient’s  cardiac  rhythm,  but 


Case  #3.  A 64-year-old  male  experienced 
severe  chest  pain  after  mowing  his  lawn. 
Physical  examination  was  unremarkable.  His 
ECG  was  compatible  with  an  extensive 
acute  myocardial  infarction  involving  the 
anterior  wall.  Subsequent  serial  enzymes 
were  substantially  elevated.  He  was  admitted 
to  the  coronary  care  unit  and  his  ECG  was 
monitored.  Two  hours  after  admission,  his 
blood  pressure  was  160/80,  pulse  70-100, 
and  the  monitor  showed  frequent  PVC’s. 
An  intravenous  drip  of  5 00  mg.  lidocaine 
in  500  ml.  5%  dextrose  in  water  was  start- 
ed; the  drip  rate  was  rapid  at  first  and  then 
slowed  as  the  PVC’s  became  less  frequent. 
This  regimen  was  repeated  six  times  during 
the  following  three  days,  with  the  drip  rate 
being  adjusted  according  to  the  electrocar- 
diogram. At  no  time  did  the  BP  go  below 
110/60.  After  the  patient  left  the  cardiac 
care  unit,  he  was  placed  on  oral  procaina- 
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mide  for  nine  days.  No  PVC’s  or  other 
arrhythmias  were  noted  and  he  was  dis- 
charged in  good  condition  on  the  30th  hos- 
pital day. 

Comment.  Lidocaine  for  the  acute  prob- 
lem was  coupled  with  oral  procainamide 
later  in  this  case.  The  latter  drug  was  not 
started  until  after  he  left  the  special  unit. 


focal  PVC’s.  Lab  data  included  wbc  6500, 
urine  2+  acetone,  ph  6,  blood  sugar  47,  Na 
125,  k4.5,  Cl  92  C02  BUN  23,  Venous 
blood  ph  the  following  morning  was  7.12 
(normal  7.34).  The  patient’s  course  de- 
teriorated in  the  hospital.  She  became  more 
unresponsive  and  comatose.  Her  BP  fell  to 
below  60,  and  after  two  days  it  could  not 
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Fig.  3.  Probable  premature  ventricular  contractions,  with  abnormal  atrial  focus  in  underlying 
rhythm.  L:docaine  had  the  effect  of  eliminating  the  abnormal  complexes,  but  did  not  restore 
normal  sinus  rhythm. 


Case  #4.  A 65-year-old  female  with  a 
3 -year  history  of  diabetes  mellitus,  con- 
trolled on  phenformin,  presented  to  the 
Emergency  Room  with  complaints  of  her 
sensorium  becoming  progressively  more  ob- 
tunded  during  the  preceding  several  weeks 
and  of  diffuse  pain  in  the  episgastrium.  She 
also  complained  of  inability  to  void,  ano- 
rexia, and,  according  to  the  patient,  no 
bowel  movements  for  the  past  few  weeks. 
Examination  revealed  marked  vasoconstric- 
tion of  the  fundic  vessels,  hyperventilation 
with  a rate  of  30  with  modified  Cheyne- 
Stokes  type  of  respiration,  no  cardiomegaly, 
but  multiple  apparent  PVC’s.  Reflexes  were 
weak  to  absent,  and  she  was  incoherent. 
Chest  film  revealed  the  lung  to  be  clear; 
ECG  showed  left  axis  deviation  with  multi- 


be  obtained  in  spite  of  metaraminol  and 
cortisone.  The  urine  output  fell  to  nothing 
and  did  not  respond  to  mannitol  infusions. 
Her  treatment  in  hospital  consisted  of  re- 
peated infusions  of  D5W  with  multiple 
ampules  of  NaHC03  to  correct  her  lactic 
acidosis.  Digitalis  was  started  on  the  second 
hospital  day  and  a central  venous  pressure 
catheter  was  introduced.  After  digitaliza- 
tion her  PVC’s  increased  and  she  was  treated 
with  5 0 mg  lidocaine  directly  intravenously 
at  12:30  p.m.  with  a good  response.  This 
was  repeated  in  one  hour  with  50  mg  lido- 
caine for  runs  of  ventricular  tachycardia 
with  a good  response.  At  2:00  p.m.,  an  in- 
travenous drip  of  5 00  cc  D5W  with  500 
mg  lidocaine  was  started  to  control  runs  of 
PVC’s  and  was  successful.  At  9:00  p.m.  the 
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lidocaine  drip  was  discontinued  and  no  fur- 
ther PVC’s  were  noted  on  the  monitor.  She 
received  14  ampules  of  bicarbonate  in  12 
hours.  Despite  vigorous  efforts  to  correct 
the  acidosis,  her  venous  ph  remained  at  low 
levels  of  around  7.17.  Her  BUN  gradually 
rose  to  37.  Serum  lactate  was  273  mg% 
(normal  20)  and  serum  pyruvate  was  4.3 
mg%  (normal  20).  Her  serum  electrolytes 
were  evaluated  every  12  hours  and  replace- 
ment was  based  on  these  values.  Blood  chem- 
istry taken  three  hours  ante  mortem  showed 
ph  6.97,  Na  120,  K 4.1  Cl  65,  and  CO  9. 


ration,  via  endotracheal  tube,  external 
cardiac  massage,  electrical  defibrillation,  in- 
travenous bicarbonate,  and  metaraminol. 
Immediately  after  resuscitation  and  conver- 
sion, the  patient  developed  multi-focal  pre- 
mature ventricular  contractions,  with  epi- 
sodes of  ventricular  tachycardia.  A lidocaine 
drip  of  800  milligrams  in  5 00  ccs  dextrose 
solution  was  started  intravenously.  In  addi- 
tion, injections  ranging  from  5 0 to  170 
milligrams  were  given  intravenously,  for  a 
total  dose  of  270  mgm.  The  patient  con- 
verted to  sinus  rhythm.  During  one  episode 
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Fig.  4.  Tachycardia,  presumably  ventricular,  with  conversion  to  sinus  rhythm  with  lidocaine. 


She  developed  apnea,  bradycardia,  and  ex- 
pired. The  final  diagnosis  was  lactic  acido- 
sis aggravated  by  arteriosclerotic  heart  dis- 
ease, chronic  renal  disease,  hypertension,  and 
diabetes  mellitus. 

Comment.  This  patient  presented  the  pic- 
ture of  lactic  acidosis  that  progressed  in  spite 
of  vigorous  bicarbonate  therapy.  Her  car- 
diac problem  was  insignificant,  apparently. 

Case  #5.  A 67-year-old  male  was  ad- 
mitted with  history  and  electrocardiogram 
indicating  an  acute  anterior  lateral  myocar- 
dial infarction.  Shortly  after  admission,  he 
developed  ventricular  fibrillation  but  was 
successfully  resuscitated  by  artificial  respi- 


of  ventricular  tachycardia,  no  blood  pres- 
sure or  pulse  was  obtained  peripherally. 
After  conversion  of  the  tachycardia  to  sinus 
rhythm  with  lidocaine,  adequate  blood  pres- 
sure and  pulse  were  obtained.  After  two 
hours  of  intensive  therapy,  he  stabilized  and 
required  no  further  lidocaine.  He  was  placed 
on  oral  quinidine  and  did  well  for  eight 
days.  On  the  eighth  day  he  vomited  bloody 
fluid,  became  hypotensive,  lost  all  vital  signs, 
and  could  not  be  resuscitated.  Autopsy  re- 
vealed a large  stress  ulcer,  as  well  as  a thin 
necrotic  portion  of  the  myocardial  wall. 

Comment.  The  occurrence  of  multifocal 
PVC’s  produced  a critical  condition  which 
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improved  with  lidocaine  in  conjunction  shortness  of  breath.  Examination  revealed 
with  other  medications.  Unfortunately,  an  rales  at  both  lung  bases  and  an  irregular 
asymptomatic  ulcer  caused  his  demise.  rhythm.  The  blood  pressure  was  130/50, 
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Fig.  5.  Aberrant  rapid  complexes,  probably  of  ventricular  origin,  with  conversion  to  sinus 

rhythm  with  lidocaine. 

Case  #6.  A 66-year-old  white  male  had  and  the  pulse  was  90.  Serum  enzymes  later 

a two  month  history  of  paroxysmal  noc-  showed  a typical  rise  associated  with  in- 

turnal  dyspnea  but  was  taking  no  medica-  farction.  He  was  admitted  directly  to  the 
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Fig.  6.  Misuse  of  lidocaine.  Atrial  fibrillation  with  aberrant  complexes,  probably  escape 
beats.  Nevertheless,  lidocaine  apparently  did  not  harm  in  this  case. 

tions.  He  suddenly  developed  chest  pain  of  Coronary  Care  Unit,  where  the  monitor  re- 
increasing intensity  and  was  brought  to  the  vealed  "frequent  PVC’s”  with  atrial  fibril- 
emergency  room.  He  also  developed  severe  lation.  Fifty  ml  of  lidocaine  was  given  intra- 
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venously  followed  by  a slow  intravenous  in- 
fusion. The  effects  were  equivocal.  The 
lidocaine  was  discontinued  within  12  hours. 
Other  treatment  included  anticoagulation, 
digitalis  and  hydrochlorthiazide.  The  pa- 
tients course  was  otherwise  uncomplicated 
and  he  was  discharged  on  the  11th  day,  with 
essentially  the  same  ECG  pattern. 

Comment.  The  case  represents  probable 
overzealous  use  of  lidocaine.  The  tracing 
(Figure  6)  was  interpreted  initially  as 
showing  PVC’s,  but  on  reflection,  the  un- 
usual complexes  were  shown  to  be  delayed, 
not  premature,  and  probably  represented  a 
conduction  defect.  Drugs  that  tend  to  de- 
press conduction,  such  as  is  assumed  to  be 
a mechanism  of  lidocaine,  are  presumably 
contraindicated  in  case  of  conduction  defect 
or  block.1  Nevertheless,  in  this  particular 
case,  no  problem  ensued. 


enzymes  confirmed  the  admitting  diagnosis 
of  infarction.  She  was  admitted  directly  to 
the  Coronary  Care  Unit  where  repeated 
electrocardiograms  revealed  flutter  with  two 
to  one  block.  She  was  given  lidocaine  in- 
travenously and  reverted  to  normal  sinus 
rhythm.  About  12  hours  after  admission, 
because  of  the  apparently  stable  electrocar- 
diogram, the  lidocaine  was  discontinued. 
She  then  developed  PVC’s  again,  was  treated 
with  50  ml  lidocaine  intravenously,  fol- 
lowed by  a slow  drip  of  lidocaine  in  D5W. 
The  next  day  this  was  discontinued,  and  she 
did  well  until  the  sixth  day,  when  she  de- 
veloped marked  respiratory  distress.  She 
was  confused  and  apprehensive.  Examina- 
tion revealed  a gallop,  marked  neck  vein 
engorgement,  and  rales  in  both  lung  fields. 
She  was  treated  with  intermittent  positive 
pressure  breathing  with  enthanol  in  the  va- 


B 


Fig.  7.  Premature  beats,  with  response  to  lidocaine. 


Case  #7.  A 6 5 -year-old  female  had  a 
4-month  history  of  paroxysmal  nocturnal 
dyspnea.  She  was  treated  elsewhere  with 
various  medications  including  cedilanid,  0.5 
mg.  three  times  a day.  On  the  day  of  admis- 
sion she  developed  severe  dyspnea  and  was 
seen  in  the  emergency  room,  where  the  ex- 
amination revealed  physical  evidence  of 
pulmonary  edema.  Blood  pressure  160/8  5, 
pulse  140.  Electrocardiogram  revealed  left 
bundle  branch  block.  Subsequent  serum 


porizer,  aminophylin,  morphine  sulfate,  and 
ethacrynic  acid.  She  was  also  given  cedi- 
lanid. Within  three  hours  she  produced 
1200  cc  of  urine  with  concomitant  clinical 
improvement.  Efer  course  was  further  com- 
plicated by  a urinary  tract  infection,  and 
blood  cultures  drawn  on  the  seventh  hos- 
pital day  were  positive  for  the  same  organ- 
isms. She  was  treated  with  appropriate  an- 
tibiotics. Efer  workup  also  revealed  that  she 
had  mild  diabetes  which  was  controlled  with 
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chlorpropamide.  Throughout  her  hospital 
stay  her  electrolytes  remained  normal  and 
her  blood  pressure  was  the  same  as  on  admis- 
sion. She  was  discharged  on  the  24th  day 
essentially  asymtomatic. 

Comment . Unfortunately,  adequate  trac- 
ings showing  the  flutter  were  not  obtained. 
Flutter,  since  it  represents  presumed  irri- 
tability of  the  atria,  also  would  seem  to  rep- 
resent an  indication  for  lidocaine.  Electrical 
conversion  should  also  be  considered  but, 
because  of  the  possibility  of  digitalis  toxicity, 
was  not  used  in  this  case.3  Subsequent  con- 
trol of  PVC’s  was  achieved  with  lidocaine, 
as  shown  in  the  tracings. 

Discussion 

The  first  use  of  lidocaine  to  control  ar- 
rhythmia in  a patient  was  reported  in  1950. 4 
A solution  containing  both  lidocaine  and 
epinephrine  was  used.  This  combination, 
which  is  widely  used  for  local  anesthesia,  is 
found  in  many  areas  of  the  hospital.  It  is 
important  to  emphasize  that  this  paper  con- 
cerns plain  lidocaine;  care  must  be  taken 
to  avoid  using  the  combination  for  arrhyth- 
mia by  mistake. 

In  195  3,  a study  of  the  effect  of  lidocaine 
on  fibrillation  in  the  cat  heart  was  reported. 1 
Since  then  lidocaine  has  been  shown  to  be 
effective  during  cardiac  surgery,0  for  treat- 
ment of  digitalis  toxicity,3  and  for  ven- 
tricular tachycardia.'  A thorough  study  of 
the  physiologic  effect  of  lidocaine  and  com- 
parison with  procainamide  was  performed 
by  Harrison,  et  al.,  and  is  summarized  in 
the  table.8 

Procaine  Amide  Lidocaine 

Arterial  Pressure  DECR  0 

Contractile  Force DECR  0 

Ventricular  Threshold  __  - INCR  INCR 

Heart  Rate 0 0 

Duration  of  QRS 0 0 

Refractory  Period  0 0 

Comparison  of  effects  of  procaine  amide  and  lidocaine. 
DECR  = decreased,  INCR  = increased,  0 = no  change. 
From  Harrison,  et  al.8 

Previously,  in  situations  such  as  reported 


here,  procainamide  would  have  been  consid- 
ered as  therapy.  The  major  disadvantage  of 
procainamide,  and  hence  the  major  advan- 
tage of  lidocaine,  is  the  effect  on  blood 
pressure.  In  effective  doses,  procainamide 
almost  always  lowers  the  blood  pressure. 
Lidocaine,  on  the  other  hand,  has  little  or 
no  clinical  effect  on  pressure.  Procaina- 
mide also  lowers  contractile  force,  as  meas- 
ured by  ventricular  pressure  resistance 
curves  obtained  by  cardiac  catheterization. 

The  difference  between  the  effects  on 
blood  pressure  of  lidocaine  and  procainamide 
seems  to  lie  in  the  relative  dosage  needed  to 
control  the  arrhythmia.  Thus  our  initial 
dose  of  lidocaine  was  5 0 mg,  while  the  usual 
dose  for  procainamide  is  5 00  mgm.  That 
amount  of  lidocaine  (5  00  mgm)  given  at 
one  time  may  indeed  also  cause  hypotension.'1 
Large  doses  of  lidocaine  may  cause  vasodi- 
lation, hypotension,  and  significant  decrease 
of  ventricular  contractile  force.10 

As  with  procainamide,  lidocaine  is  prob- 
ably contraindicated  in  the  presence  of  myo- 
cardial conduction  defects,  such  as  block.1 
Its  use  seems  to  be  justified  in  cases  of  myo- 
cardial irritability,  such  as  ventricular  pre- 
mature contractions  and  ventricular  tachy- 
cardia. We  have  observed  no  side-effects  in 
our  limited  series. 

Lidocaine  is  metabolized  in  the  liver.  The 
effect  of  a 50  mgm  intravenous  injection 
will  disappear  in  15  to  20  minutes.11  Al- 
though others  have  used  a rate  of  up  to  0.3 
mgm  per  kilogram  per  minute  (1260  milli- 
gram per  hour  for  a 70  kilogram  man)  with 
no  adverse  effect13  seizures  have  been  re- 
ported with  a dose  of  75  0 mgm.13  No  ad- 
verse effects  have  been  reported  for  doses 
of  5 00  mgm  per  hour,  which  we  have  ac- 
cepted as  our  arbitrary  maximum  safe  dose. 
Also,  carbon  dioxide  retention,  a possible 
complication  of  an  arrhythmia,  is  known  to 
increase  the  susceptibility  to  seizures.14 
Toxic  effects  include  muscle  twitching,  dis- 
orientation, occasionally  euphoria,  and  ul- 
timately grand  mal  seizures.  Since  premoni- 
tory signs  may  be  expected  to  appear  before 
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seizures,  careful  observation  of  the  patient 
is  essential  during  therapy. 

In  this  series,  the  indication  for  lidocaine 
therapy  was  the  presence  of  an  arrhythmia 
that  was  felt  to  be  due  to  increased  myo- 
cardial irritability.  The  house  officer  was 
generally  the  first  to  observe  this,  and  ini- 
tiated the  treatment  regimen.  Thus,  the 
benefits  of  this  drug  have  not  been  denied 
because  a trained  cardiologist  is  not  imme- 
diately available.  Using  a standard  routine, 
the  drug  has  been  helpful  even  when  admin- 
istered by  relative  novices.  Since  lidocaine 
may  be  most  useful  in  "emergency”  situa- 
tions, it  is  imperative  that  knowledge  of  its 
use  be  widespread. 

The  Coronary  Care  Unit  with  continuous 
electronic  monitoring  of  patients  is  rapidly 
becoming  a routine  part  of  the  American 
medical  scene.  It  is  estimated  that  there  are 
over  3*0  such  units  in  community  hospitals 
at  this  time,  while  eventually  all  of  the  6000 
such  hospitals  in  this  country  will  have 
them.1 ' These  units  promise  to  save  lives, 
but  they  also  offer  an  insistent  challenge.  To 
detect  and  acknowledge  the  presence  of  a 
threatening  arrhythmia  is  useful  only  if 
detection  is  followed  by  prompt  and  appro- 
priate treatment. 

Lidocaine  should  not  be  considered  in  ex- 
clusion of  all  other  treatment.  Factors  con- 
tributing to  the  arrhythmia  must  be  con- 
sidered and  treated  appropriately.  Lidocaine 
does  not  supplant  any  other  drug  except 
intravenous  procainamide;  but  because  of  its 
lack  of  hypotensive  effects,  it  should  be 
more  widely  used.  Electrical  countershock 
requires  special  emphasis:  its  indications  re- 
main the  same,  and  when  indicated  its  use 
should  not  be  delayed  in  favor  of  a trial  with 
lidocaine. 

Use  of  lidocaine  for  treatment  of  ar- 
rhythmias has  not  yet  received  the  official 
sanction  of  the  Food  and  Drug  Administra- 
tion (FDA).  Therefore  its  use  must  be 
considered  investigational.  To  satisfy  re- 
quirements under  the  Kefauver-Harris 
Drug  Amendments  of  1962,  a physician 


using  lidocaine  in  this  way  must  file  notice 
with  the  FDA.  However,  the  regular  form 
(FD  1571)  may  not  be  necessary,  and  an 
abbreviated  form  could  probably  be  sub- 
stituted. Full  information  can  be  obtained 
from  the  FDA,  Washington,  D.C.  Gener- 
ally, use  of  an  experimental  drug  requires 
knowledge  and  consent  of  the  patient.  How- 
ever, when  the  patient  or  family  is  unable 
to  give  consent,  and  delay  in  treatment 
would  significantly  affect  the  patient’s 
health,  the  drug  should  be  given  as  a life- 
saving measure. 

Although  not  "approved,”  the  use  of  li- 
docaine in  this  manner  is  probably  wide- 
spread. It  is  recommended  in  Current  Ther- 
apyand  its  use  is  even  mentioned  in  a tel- 
evision film  shown  to  the  public  ("Miracle 
in  the  O.R.,”  on  Metromedia  stations) . 

Summary 

Lidocaine  has  been  shown  to  be  effective 
in  treatment  of  arrhythmias  associated  with 
myocardial  irritability.  Its  use  in  a commu- 
nity hospital  has  been  demonstrated,  and  a 
routine  treatment  regimen  established.  The 
advantages,  toxicity,  and  contraindications 
are  discussed. 

ADDENDUM: 

Since  preparation  of  this  manuscript,  a 
report  has  been  published  suggesting  the 
maximum  safe  dose  of  lidocaine  to  be  4 mg 
per  minute  in  a 70  kg  man.  See  Gianelly, 
R.,  et  al.,  Effect  of  Lidocaine  on  Ventricu- 
lar Arrhythmias  in  Patients  with  Coronary 
Heart  Disease,  New  England  Journal  of 
Medicine  277:1215-1219,  December  7, 
1967. 
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Highway  Deaths 


Excessive  speed  continues  to  reign  su- 
preme as  the  number  one  killer  on  Ameri- 
ca’s highways.  Exceeding  the  speed  limit, 
according  to  the  annual  highway  accident 
booklet  released  by  The  Travelers  Insurance 
Companies,  accounted  for  nearly  40  percent 
of  the  52,200  highway  fatalities  in  1967. 
Statistics  were  complied  from  reports  by 
state  motor  vehicle  departments. 

The  vice  monarch,  reckless  driving,  was 
responsible  for  approximately  1 5 percent  of 
the  deaths. 


Other  major  factors  involving  actions  of 
drivers  resulting  in  deaths  and  injuries  in- 
clude not  having  the  right-of-way,  driving 
off  the  roadway  and  driving  on  the  wrong 
side  of  the  road.  Almost  one  third  of  the 
drivers  involved  in  fatal  accidents  were  un- 
der 25  years  of  age. 

More  than  9,500  pedestrians  marched 
themselves  to  the  grave  in  1967.  The  most 
common  causes  of  death  was  crossing  be- 
tween intersections,  walking  on  rural  high- 
ways, crossing  intersections  against  signals. 
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Etiology  of  Anterior  Anal  Ulcer  in  the  Female 


Eighteen  women  with  anterior 
anal  ulcer  were  studied.  In  61  % 
there  teas  a close  pathological  and 
anatomical  relationship  between 
trauma  and  the  formation  of  these 
ulcers. 


IN  ANO-RECTAL  SURGERY,  anal  ul- 
cer is  the  second  most  important  disease 
next  to  hemorrhoid.  The  subject  is  widely 
discussed  in  the  literature,  but  special  em- 
phasis has  been  given  to  the  ulcers  in  pos- 
terior location. 1'2,5,8  The  etiological  discus- 
sion of  Grant  in  19223  and  Hayden  in  1939 
remains  practically  unchallenged  through- 
out the  succeeding  decades.  However,  an 
excellent  presentation  by  Martin  in  1 9 5 3 r' 
includes  424  patients  in  the  post  partum  pe- 
riod. He  reported  a 10.7%  incidence  of  anal 
fissure,  more  common  in  the  primipara,  and 
a great  tendency  toward  the  anterior  loca- 
tion. Even  though  his  follow-up  is  brief 
and  his  paper  is  devoted  exclusively  to  anal 
fissure,  it  does  point  out  the  importance 
of  episiotomy  and  perineal  laceration  as  con- 
tributing factors  in  formation  of  anterior 
anal  ulcer.  This  paper  purposes  to  outline 
some  etiological  factors  responsible  for  the 
formation  of  anterior  anal  ulcer  which  are 
barely  touched  by  the  other  authors,  and 
to  expand  upon  Martin’s  view  that  the 
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trauma  of  delivery  is  the  main  contributing 
factor  in  the  female. 

Material 

Eighteen  patients  who  were  treated  sur- 
gically for  anterior  anal  ulcer  within  the 
past  two  years  were  evaluated.  The  diag- 
nosis, the  report  of  operation  and  the  sche- 
matic drawings  in  the  charts  were  all  com- 
parable. There  was  history  of  episiotomy 
and  perineal  laceration  in  eight  patients  and 
hemorrhoidectomy  in  three.  In  all  of  them 
wounds  and  scars  involved  the  anal  canal 
in  the  anterior  midline.  There  was  no  in- 
formation available  in  the  remaining  seven 
patients  concerning  presence  or  absence  of 
scars  in  the  anal  canal.  Only  anal  ulcer  with 
exclusion  of  fissures  were  included  in  this 
study,  considering  definition  of  the  two 
clinical  entities  that  anal  fissure  is  a transient 
superficial  tear  of  the  anal  canal  while 
anal  ulcer  is  a persistent,  deep  defect  asso- 
ciated with  chronic  inflammation  of  the  ad- 
jacent skin  layers  and  sphincteric  muscle. 

Results 

The  eighteen  consecutive  women  with 
acute  or  chronic  anterior  anal  ulcer  who 
were  treated  surgically  were  all  married,  the 
youngest  20  years  old  and  the  oldest  5 3. 

In  eight  patients  there  was  evidence  of 
recent  or  old  midline  episiotomy  and  peri- 
neal laceration. 

The  acute  ulcers  were  located  in  the  anal 
portion  of  a disrupted  episiotomy  wound 
and  the  chronic  ones  were  adjacent  and 
parallel  to  the  scars  resulted  from  episiot- 
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omy,  perineal  laceration  or  anterior  midline 
hemorrhoidectomy. 

Comment 

The  incidence  of  anterior  anal  ulcer  is 
variously  reported  between  8%  to  20%,  of 
these  99%  are  in  the  female.'  The  contro- 
versy about  the  etiological  factors  such  as 
inherent  or  acquired  muscular  weakness, 
trauma  of  delivery  or  cryptitis  proposed  by 
different  authors  emphasizes  a need  for 
further  exploration  of  the  subject. 

In  review  of  the  literature,  the  excellent 
work  of  Martin  points  out  the  importance 
of  trauma  at  the  time  of  childbirth.  In  his 
observation  a 10.7%  incidence  of  anal  fis- 
sure was  noted  after  episiotomy  and  peri- 
neal laceration.  Swinton!i  states,  "the  most 
common  occurrence  of  anal  fissure  at  the 
anterior  commissure  in  the  women  is  ex- 
plained by  the  weakness  resulting  from 
perineal  laceration  of  childbirth”,  and  not 
necessarily  from  a so  called  "inherent  mus- 
cular weakness”  as  described  by  the  others. 
In  our  group,  acute  anal  ulcer  in  the  early 
post  partum  period  was  frequently  located 
in  the  disrupted  anal  portion  of  an  episi- 
otomy wound.  The  chronic  ulcers  were 
adjacent  and  parallel  to  the  anal  extension 
of  the  scar  of  an  episiotomy,  a third  degree 
laceration  or  the  scar  of  an  anterior  hemor- 
rhoidectomy. This  pilot  study  suggests  that 
the  theory  of  "inherent  weakness”  of  anal 
sphincteric  mechanism  as  a contributing 
factor  is  not  acceptable,  as  we  have  been 
able  to  demonstrate  in  61%  of  the  cases  a 
close  pathological  and  anatomical  relation- 
ship between  trauma  and  formation  of  an- 
terior anal  ulcer.  Even  though  the  relation 
of  ulcer  and  the  trauma  of  delivery  has  been 
agreed  upon  by  Martin  and  Swinton,  and 
it  parallels  our  experience,  there  is  a con- 
troversial attitude  between  the  two  authors 
as  to  the  theory  of  "muscular  weakness”. 
The  former  believes  partly  in  inherent  and 
the  latter  in  acquired  weakness  as  the  main 
contributing  factors.  With  reference  to  our 
observation,  we  believe  that  repeated  epi- 
dermal tear  of  the  anal  canal  in  the  vicinity 


of  the  scar  is  due  to  the  difference  in  elas- 
ticity, fixation  and  resistance  of  the  normal 
and  scarred  tissues  affected  by  trauma  re- 
sulting from  overdistension  in  passage  of 
a large,  hard  fecal  mass.  We  conclude  that 
the  theory  of  inherent  muscular  weakness 
should  be  subjected  to  critical  evaluation  as 
etiology  of  ulcers  in  anterior  location. 

The  theory  of  infection,  mainly  crypti- 
tis, proposed  by  many  as  the  main  cause,  was 
given  special  consideration  in  this  study. 
While  we  are  not  aware  of  its  role  in  seven 
patients,  we  strongly  exclude  its  presence 
in  the  eleven  cases  in  whom  there  was  a 
definite  wound  or  scar  extending  into  the 
anal  canal. 

Summary 

Eighteen  consecutive  female  patients  who 
were  treated  surgically  for  anterior  anal 
ulcer  were  reviewed  to  point  out  the  pos- 
sible etiological  factors  involved.  In  the  lit- 
erature, this  particular  location  is  briefly 
discussed  in  comparison  with  the  posterior 
anal  ulcer. 

In  eleven  patients  (61%)  anterior  mid- 
line scar  following  hemorrhoidectomy,  episi- 
otomy, perineal  laceration  or  disrupted 
anal  portion  of  episiotomy  wound  were  con- 
sidered to  be  the  main  contributing  factors. 

In  61%  of  the  patients  there  was  no 
evidence  to  include  cryptitis  or  "inherent 
muscular  weakness”  in  the  etiology  of  the 
disease.  In  the  remainder,  the  available  in- 
formation was  inadequate  to  justify  any 
definitive  conclusion. 

Due  to  controversy  in  the  etiology  of  the 
anterior  anal  ulcer  in  the  female,  we  believe 
that  further  exploration  of  the  subject  is 
indicated. 
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Vitreous  Abscess  Following  Dart  Injury,  Masked 
by  Steroids  and  Antibiotics 


A penetrating  wound  of  the  eye 
led  to  vitreous  abscess  and  finally 
to  enucleation.  The  interesting  as- 
pects of  this  case  and  its  treatment 
are  discussed. 


AN  EIGHT  YEAR  OLD  healthy  white 
male  was  brought  into  the  office  com- 
plaining of  an  irritated  left  eye.  Twenty- 
four  hours  previous  to  being  seen  in  the 
office,  he  had  suffered  "a  glancing  blow” 
from  a metal  dart  to  the  left  eye.  He  had 
received  no  treatment  prior  to  this  visit.  In 
this  presentation,  Day  1 will  refer  to  the 
day  of  injury.  The  first  examination  and 
treatment,  therefore,  was  on  Day  2. 

Examination  revealed: 

— an  eight  year  old  boy  in  very  mini- 
mal distress;  V-OD:-20/ 100;  OS:- 
H.M.  (the  decreased  V.A.O.D.  was 
subsequently  ascertained  to  be  on  the 
basis  of  myopia.) 

Examination  left  eye  (Fig.  1)  : 

1.  3 + red. 

2.  Cornea — clear — inferiorly  about  1 
mm  from  the  limbus  was  a through 
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and  through  corneal  laceration  4 
mm  long.  It  appeared  to  be  sealed. 

3.  Anterior  chamber — deep  uniformly 
— showed  4+  cells  and  flare  with 
a thick,  shaggy,  fibrinous  material 
throughout  the  entire  chamber,  and 
coating  the  anterior  surface  of  the 
lens.  No  movement  of  cells  noted. 

4.  Pupil — tear  shaped  with  apex  to- 
ward 6 o’clock.  Dialysis  of  the  iris 
4 mm  in  length  at  6 o’clock. 

5.  Structures  posterior  to  the  anterior 
surface  of  the  lens  could  not  be  vis- 
ualized because  of  the  fibrinous  lay- 
er. It  was  suspected  that  some  of 
this  might  be  lens  material. 

6.  Very  soft  to  tactile  tension. 

Impression: 

1.  Sealed  penetrating  corneal  lacera- 
tion at  6 o’clock  left  eye. 

2.  Penetrating  injury  of  the  iris. 

3.  Plastic  traumatic  iritis. 

4.  Probable  lens  damage. 

T rcatment: 

1.  Maxitrol  drops  q lh. 

2.  Cyclogyl  2%  drops  qid. 

3.  Chloromycetin  3 7 5 mg  p.o.  q 6h. 

4.  Prednisone  tabs  5 mg  q 6h  p.o. 

5.  Tetanus  toxoid  not  given  as  child 
had  booster  within  last  two  months. 

WBC  11,450. 

Day  2 — Day  5 : 

The  child  was  seen  daily  and  the  eye  re- 
mained without  significant  change  until  Day 
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5.  Four  days  after  treatment  had  begun, 
(Day  5)  there  was  definite  improvement 
in  the  appearance  of  the  eye.  There  was  less 


The  fibrinous  exudate  was  no  longer  visible. 
— A greenish-yellow  cast  was  noted  in  the 
vitreous  on  slit  lamp  examination. 


anterior  chamber  reaction  and  we  were  at 
this  point  able  to  see  definite  cataractous 
changes. 

WBC-Day  5—11,500. 

Day  5 — Day  9 — 

The  left  eye  continued  to  improve 
WBC-Day  8—14,8  5 0. 

Day  11 — 

Chloromycetin  was  now  discontinued. 
Day  12 — 

WBC  16,050. 

Examination — anterior  chamber  showed 
much  less  activity  than  previously  noted. 


Day  14 — 

Phone  call  from  the  parents  with  com- 
plaint of  tearing  and  aching  in  the  left  eye 
with  nasal  congestion.  The  child  was  seen 
that  day. 

Examination — No  change  from  Day  12 
except  a small  hyphema  was  now  evident. 

T reatment: 

1.  Bilateral  patching. 

2.  Absolute  bedrest  at  home. 

3.  Continue  with  oral  steroids. 

Day  1 5 — (Fig.  3) 

The  eye  was  4+  red. 

Hyphema  was  present  over  1/2  of  an- 
terior chamber. 
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Intraocular  tension — 34  mm  Hg. 
No  swelling  or  cellulitis. 

Cornea  clear. 

Child  afebrile. 

WBC— 27,300. 


tinuation  of  the  Chloromycetin,  and 
16  days  post  injury) . 

T reatment: 

1.  Chloromycetin  250  mg  mg  p.o.  qid. 
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Fig. 

Child  at  this  point  hospitalized  and  treat- 
ment consisted  of: 

1.  Premarin  tabs  1.2  5 mg  tid. 

2.  Diamox  tabs  125  mg  q 6h. 

3.  Prednisone  tabs  10  mg  q 6h. 

4.  Glycerin  3 5 cc  p.o.  in  one  glass  of 
fruit  juice. 

Day  16 — 

Consultation  obtained  with  pediatric 
ophthalmologist.  Examination  on  this  day 
revealed  a dramatic  change  since  the  pre- 
vious day. 

Examination: 

Acute  injection. 

Chemosis  of  bulbar  conjunctiva. 

Chicken  fat  clot  with  dependent  hypo- 
pyon present  in  anterior  chamber. 

Impression: 

Beginning  endophthalmitis,  left  eye. 
(This  was  five  days  after  the  discon  - 


2.  Prostaphlin  375  mg  p.o.  q 6h. 

3.  Ampicillin  (Polycillin)  375  mg  p.o. 
q 6h. 

4.  Blood  culture. 

5.  X-ray  of  left  eye  to  rule  out  re- 
tained foreign  body-negative. 

Lab — WBC  41,800. 

Temp. — (oral)  99°. 

Day  17 — 

Examination: 

1.  Marked  periorbital  cellulitis,  left 
eye. 

2.  Anterior  chamber  1 / 2 filled  with 
pus  and  blood. 

3.  Cornea  clear. 

4.  No  light  perception. 

5.  Sinus  x-rays  were  normal. 

Lab— WBC  42,000. 

Temp. — 100.6  . 
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ENT 

consult 

Surgery 

1.  Premarin 
1.25  mg 

TII) 

2.  Diamox 

125  mg 

Q6H 

3.  Prednisone 
■ 10  mg 

QGH 

10  mg  TII) 

5 mg  QGH 

4.  Glycerin 

35  cc  p.o. 

1 . Chloromycetin 
25  Omg  Q6H 

500  mg  QGH 

IV 

> 

2.  Prostaphlin 

375  mg  p.o. 
Q6H 

1 Gm  QGH  IV 

3.  Ampicillin 

375  mg  p.o. 

Q6H 

1 Gm  QGH  IV 
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T reatment: 

1.  Prednisone  reduced  to  10  mg  tid. 
All  oral  antibiotics  discontinued. 

2.  Chloromycetin  500  mg  q 6h  I.  V. 

3.  Prostaphlin  1 gm  q 6h  I.V. 

4.  Ampicillin  (Polycillin)  1 gm  q 6h 

I.V. 

Day  18— Day  19— 

Continuing  increase  in  cellulitis,  chemosis, 
proptosis,  and  general  morbidity.  White 
count  began  to  fall,  first  to  34,000  on  Day 
18,  then  29,000  on  Day  19.  The  tempera- 
ture spiked  at  101.6°  on  both  day  18  and 
19  with  some  lower  recordings  during  the 
day.  On  Day  19  an  ENT  consult  was  ob- 
tained. A small  amount  of  mucopurulent 
drainage  was  obtained  from  the  nose  with 
suction. 

Day  20 — 

Examination : 

1.  Cornea  was  transparent  with  a 
white  exudate  occupying  the  entire 
anterior  chamber. 

2.  Marked  proptosis,  chemosis,  in- 
flamed edematous  lids. 

3.  The  eye  was  immobile  in  the  orbit. 

4.  Fluctuation  of  the  lids  on  com- 
pression was  present  and  without 
pain  to  the  patient. 

Lab— WBC  40,300. 

Temp. — 101  °. 

A conference  with  the  pediatric  ophthal- 
mologist was  obtained  and  it  was  agreed  that 
we  were  now  faced  with  an  acute  panoph- 
thalmitis with  abscess  formation. 

Surgery  was  scheduled  for  that  evening. 

Surgery:  Two  stab  incisions  were  made, 
one  inferiorly  and  one  superiorly  going 
through  the  lids  into  the  orbit.  A hemostat 
was  inserted  retrobulbar  and  spread.  Sur- 
prisingly little  purulent  material  was  ob- 
tained. The  globe  was  still  markedly  prop- 
tosed  and  very  fluctuant.  A second  hemo- 


stat was  inserted  through  the  other  stab 
wound  until  it  made  contact  with  the  pre- 
vious hemostat  in  the  other  wound.  Still 
very  little  material  was  obtained.  Summon- 
ing much  courage  there  appeared  to  be  only 
one  further  source  of  action.  A # 2 5 needle 
was  inserted  into  the  globe  in  the  infero- 
temporal  quadrant  into  the  vitreous.  Im- 
mediately purulent  material  was  obtained. 
A large  gauge  needle  was  then  inserted  and 
more  purulent  material  was  obtained.  Fi- 
nally a stab  incision  was  made  in  the  in- 
ferotemporal  quadrant  into  the  vitreous  and 
large  amounts  of  purulent  material  were 
obtained.  It  seemed  at  this  point  that  the 
entire  vitreous  space  had  been  replaced  by 
pus.  It  was  evident  that  abscess  formation 
was  completely  intraocular.  Drains  were  left 
in  place  in  the  globe  and  in  the  retro-orbital 
spaces. 

Postoperative:  The  Postoperative  graph 
shows  a rapid  drop  in  temperature  and  white 
count.  (Fig.  4) 

Postoperative  Treatment: 

1.  Prednisone  5 mg  qid  p.o. 

2.  Prostaphlin  1 gm  q 6h  I.V. 

3.  Ampicillin  1 gm  q 6h  I.V. 

4.  Chloromycetin  5 00  mg  q 6h  I.V. 

3rd  postoperative  day: 

1.  Chloromycetin  discontinued. 

2.  Ampicillin  5 00  mg  q 6h  p.o. 

3.  Prostaphlin  500  mg  q 6h  p.o.  (With 
the  discontinuation  of  the  I.V.) . 

4.  Prednisone  cut  p.o.  2*4  mg  qid. 

4th  postoperative  day  through  day  5: 
Continued  systemic  improvement. 

6th  postoperative  day:  The  cornea  per- 
forated and  half  the  cornea  sloughed  away. 

8th  postoperative  day:  The  eye  continued 
to  drain  but  began  to  show  some  improve- 
ment in  the  marked  congestion.  The  patient 
was  discharged  from  the  hospital  on: 

1.  Ampicillin  375  mg  qid  p.o. 

2.  Prostaphlin  375  mg  qid  p.o. 

3.  Prednisone  continued  for  four  days. 
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The  eye  drained  copiously  for  about  two 
weeks  and  then  the  drainage  became  scant 
but  never  stopped  completely.  Five  days 


nants.  In  the  center  of  the  vitreous  cavity, 
there  is  a large  abscess  surrounded  by  mark- 
edly vascularized  granulation  tissue.  Spe- 


P.O. 

Day  #1 

P.O. 
Day  #2 

P.O. 

Day  #3 

P.O. 

Day  #4 

P.O. 

Day  #5 

P.O. 

Day  #6 

Perforation 
of  Cornea 

P.O. 
Day  #7 

P.O. 

Day  #8 

Day  of 
discharge 

1.  Predniso 
5 mg  Q 

2.  Prostapl 

ne 

TA  \ 

2}^mg  QID 

500  mg 

Q6H  p.o. 

cnn 

L) 

lin -> 

1.  Ampicillin 

375  mg 

QID  p.o. 

2.  Prostaphlin 
375  mg 

QID  p.o. 

1 VJTLI1 

Q6H  IV 

1 

3.  Ampicillin  > 

1 1 

> 

i um 

Q6H  IV 

1 

4.  Chloromycetin 

500  mg  Q6H 

Q6H  p.o. 

1 

Discontinued 

1 

1 

after  discharge  a WBC  was  9,400.  After 
three  weeks  postoperative,  the  chemosis  and 
cellulitis  again  began  to  appear  with  marked 
discomfort  to  the  child.  Finally,  17  days 
after  discharge  from  the  hospital,  he  was 
readmitted  and  the  eye  was  enucleated  with 
a great  deal  of  technical  difficulty. 

The  microscopic  examination  of  the  eye 
was  done  at  the  AFIP.  Excerpts  from  their 
report  stated  the  following:  "the  lens  is 
absent  except  for  wrinkled  capsular  rem- 


cial  stains  for  bacteria  and  fungi  failed  to 
reveal  any  organisms.” 

Postoperatively  the  child  did  well  and  is 
now  successfully  wearing  a prosthesis. 

Discussion  of  Case 

When  the  child  was  first  seen,  24  hours 
after  injury,  it  seemed  that  we  were  treating 
a puncture  wound  of  the  anterior  part  of 
the  eye  accompanied  by  a severe  traumatic 
iritis.  The  therapy  that  was  instituted  fol- 
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lowed  the  accepted  lines,  with  the  antibio- 
tice  therapy  instituted  as  a prophylactic 
measure.  Following  ten  days  of  continued 
improvement  and  no  visible  signs  of  infec- 
tion, the  antibiotic  was  discontinued. 

The  WBC  should  be  noted.  On  Day  5 
it  was  11,500,  on  Day  8 14,8  5 0.  This  was 
the  only  abnormal  finding.  On  Day  12,  the 
WBC  was  16,050.  This  was  also  the  day 
that  a green  cast  was  noted  in  the  vitreous. 
Due  to  the  lenticular  haze,  it  was  difficult 
to  ascertain  exactly  what  we  were  seeing. 
We  felt  that  it  was  probably  hemorrhagic 
decomposition. 

The  first  definite  sign  of  deterioration  was 
the  appearance  of  the  hyphema  on  Day  14. 
The  WBC  was  still  16,000.  We  did  not 
interpret  the  appearance  of  the  hyphema 
at  this  time  to  be  a sign  of  an  acute  infective 
process.  It  was  postulated  that  this  was 
probably  due  to  the  neovascularization  fol- 
lowing the  trauma. 

On  Day  1 5 the  WBC  had  risen  to  27,300. 
Faced  with  an  afebrile  child,  showing  no 
definite  signs  of  acute  infection,  we  felt 
that  this  was  a steroid  effect.  Children  who 
are  on  large  doses  of  steroids  apparently  may 
produce  a marked  leukocytosis  in  the  range 
of  60,000.  Therefore,  since  the  child  had 
already  received  ten  days  of  Chloromycetin 
therapy,  further  antibiotics  were  withheld. 
Twenty-four  hours  later  the  dramatic 
change  took  place  with  the  elevation  of  the 
white  count  to  41,800,  the  rise  in  tempera- 
ture, and  the  first  signs  of  chemosis  and 
proptosis.  This  was  Day  16,  five  days  after 
discontinuing  the  ten  day  course  of  Chloro- 
mycetin. It  was  not  until  this  point  that 
we  felt  for  sure  that  we  were  dealing  with 
an  acute  infection.  A differential  diagnosis 
was  entertained  at  this  point. 

Differential  Diagnosis — 

1.  Cavernous  sinus  thrombosis. 

2.  Acute  ethmoiditis. 

3.  Fungus  infection. 

4.  Periorbital  cellulitis. 

5.  Retrobulbar  abscess. 


Discussion — 

1.  Cavernous  sinus  thrombosis:  ruled 
out  because  the  child  was  not  that 
sick,  and  the  process  is  usually  bi- 
lateral. 

2.  Acute  ethmoiditis  was  seriously 
considered,  but  negative  sinus  x- 
rays  and  very  little  purulent  dis- 
charge on  nasal  suction  by  the  ENT 
consultant  ruled  this  not  probable. 

3.  Fungus  infection:  seriously  consid- 
ered but  we  felt  that  the  therapy 
for  this  type  of  infection  was  too 
risky  and  the  presence  of  the  or- 
ganism could  not  be  corroborated 
by  any  laboratory  findings. 

4 and  5.  Periorbital  cellulitis  and  re- 
trobulbar abscess:  we  were  then  left 
with  the  highly  probable  mixture 
of  these  two. 

Intensive  medical  therapy  was  then  insti- 
tuted, but  in  spite  of  the  Chloromycetin, 
Prostaphlin,  and  Ampicillin  I.V.,  the  acute 
infection  progressed  to  abscess  formation, 
and  surgical  intervention  became  necessary 
on  Day  20  following  the  injury,  the  fifth 
day  after  hospital  admission. 

At  this  time  the  abscess  was  found  to  be 
within  the  vitreous  cavity.  Surgical  drain- 
age was  followed  by  a dramatic  fall  in  white 
count  and  temperature.  However,  the 
marked  chemosis  and  proptosis  of  the  eye 
itself  did  not  appear  physically  improved  for 
about  five  days  postoperative.  No  organism 
was  ever  cultured  or  microscopically  iden- 
tified in  any  of  the  numerous  smears  or  cul- 
tures taken. 

General  Comments 

As  ophthalmologists  we  are  concerned  not 
only  whether  or  not  the  organism  respon- 
sible for  the  infection  in  the  ocular  tissues 
is  susceptible  to  the  drug  that  we  have 
chosen,  but  whether  the  drug,  which  we 
know  to  be  effective  against  the  organism 
elsewhere  in  the  body,  will  penetrate  into 
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the  involved  ocular  tissues  in  sufficient  con- 
centration to  bring  about  the  desired  result. 
The  presence  of  adequate  blood  concentra- 
tions does  not  alone  guarantee  adequate 
concentration  in  all  the  ocular  fluids  and 
tissues  that  may  be  involved  in  the  infection. 

In  any  penetrating  ocular  injury,  such 
as  in  this  case,  it  is  advisable  to  treat  the 
eye  as  though  it  was  infected. 

One  should  use  a broad  spectrum  anti- 
biotic or  a combination  of  antibiotics  which 
would  allow  one  to  attack  a variety  of  po- 
tentially infecting  agents,  although  the 
Staph,  aureus  has  been  a prominent  cause  of 
intraocular  infections.  They  should  be  em- 
ployed in  adequate  concentration,  and  by  a 
route  of  administration  which  will  guaran- 
tee effective  ocular  tissue  levels  with  the 
chosen  drug  or  drugs. 

Specific  Comments  on  Medications  Used : 

(A)  Chloromycetin : The  excellent  ocu- 
lar penetrability  into  almost  all  ocular  tissues 
except  the  lens,  and  including  the  vitreous, 
following  oral  administration,  has  been  cited 
by  Leopold  and  Apt.'1  Chloromycetin  has 
been  shown  to  have  a field  of  activity  of  a 
broad  spectrum  about  the  same  as  that  of 
the  Tetracycline  analogues.  Work  done  by 
Abraham  and  Burnett'  has  shown  that  Chlo- 
romycetin penetrates  into  the  aqueous  hu- 
mor better  than  Tetracycline  and  is  one  of 
the  few  broad  spectrum  antibiotics  which 
has  been  found  within  the  vitreous  cavity 
following  oral  ingestion. 

Dosage:  Adult  dose  recommended  for 
intraocular  penetration  has  been  recom- 
mended as  2-3  gm  as  a priming  dose,  fol- 
lowed by  1 gm  q 6h.  Staph,  aureus  would 
have  been  the  most  likely  organism  in  the 
case  presented.  However,  recent  experience 
has  shown  that  approximately  20%  of  the 
Staph,  aureus  is  resistant  to  Chlorampheni- 
col. 

(B)  Ampicillin:  (available  as  Polycillin 
capsules  and  Sodium  Ampicillin  powder,  by 
Bristol  Laboratories) . 


This  is  a new  semi-synthetic  penicillin 
with  a wider  spectrum  of  activity  than 
other  penicillins.  This  penicillin  largely 
overcomes  the  disadvantage  of  not  being 
absorbed  after  oral  administration.  No  se- 
rious toxic  effects  have  been  encountered 
experimentally,  when  the  drug  was  admin- 
istered either  orally,  subcutaneously,  or  in- 
travenously. Following  a single  dose  of  2 50 
mg  of  Ampicillin,  significant  aqueous  levels 
effective  against  common  gram  positive  or- 
ganisms were  detected  4-8  hours  after  dos- 
age. The  only  vitreous  concentrations  of 
Ampicillin  that  have  been  reported,  how- 
ever, followed  subconjunctival  administra- 
tion of  this  drug. 

Dosage:  500-1000  mg  q 4-6h  should 
maintain  a sufficient  minimum  inhibitory 
concentration  in  the  aqueous  against  the 
more  common  gram  positive  organisms.  It 
has  also  been  shown  to  inhibit  H.  influenzae. 
In  general,  it  cannot  be  recommended  for 
use  in  infection  caused  by  gram  negative 
organisms,  although  at  maximum  dosage 
schedules  of  10-12  gm  daily,  it  may  be  ef- 
fective against  certain  more  susceptible 
gram  negative  organisms,  in  the  anterior 
segment  of  the  inflamed  eye. 

(I  would  like  to  make  a comment  here 
about  the  possible  use  of  Tetracycline  in  pen- 
etrating foreign  body  injuries  and  our  rea- 
sons for  not  using  it  in  this  case.  The  field 
of  activity  as  has  been  mentioned  is  about 
the  same  as  that  for  Chloramphenicol.  There 
are  many  strains  of  Staph,  aureus  that  are 
resistant  to  Tetracycline.  Many  patients  de- 
velop nausea  and  gastrointestinal  symptoms 
following  the  oral  ingestion  of  this  drug. 
The  concentration  of  Tetracycline  into  the 
ocular  structures,  while  definitely  in  the 
therapeutic  range,  does  not  penetrate  as  well 
as  Chloramphenicol.  This  penetration  seems 
to  limit  itself  to  the  anterior  chamber,  none 
having  been  reported  in  the  vitreous.  If  one 
prefers  to  use  the  Tetracyclines,  the  follow*- 
ing  schedule  might  be  of  interest. 

Dosage:  3.0  gm  initially,  followed  by 
1.0  gm  q 4h.  The  entire  schedule  including 
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the  initial  dose  of  3.0  gm  to  be  repeated 
every  48  hours.  [This  is  the  adult  dosage.] 
Only  by  following  this  schedule  could  one 
be  fairly  sure  of  achieving  the  proper  plasma 
and  aqueous  humor  levels  of  Tetracycline.) 

Comment : Some  centers  advocate  the  use 
of  Tetracycline  as  opposed  to  Chloram- 
phenicol because  of  the  possibility  of  a de- 
pression of  the  bone  marrow  being  asso- 
ciated with  the  latter  drug.  However,  the 
greater  penetration  of  Chloromycetin  into 
all  the  ocular  structures  must  be  seriously 
considered  to  be  in  its  favor. 

(C)  Steroids:  One  should  bear  in  mind 
that  steroids  might  sufficiently  interfere 
with  the  natural  resistance  of  the  host  to 
allow  the  infecting  agent  to  multiply  more 
rapidly  and  harmfully.  In  the  past,  only 
a very  few  eyes,  if  any,  with  intraocular 
infection  have  improved  by  virtue  of  the 
host’s  resistance  alone.  In  fact,  even  with 
the  advent  of  antibiotics,  many  of  these  eyes 
are  lost.  This  is  due  to  the  marked  and 
severe  inflammatory  reaction  which  follows 
the  infection.  Therefore,  it  becomes  impor- 
tant in  intraocular  inflammation  to  reduce 
the  amount  of  inflammatory  reaction  as 
much  as  possible.  This  is  the  rationale  that 
we  employ  for  the  use  of  steroids  in  this 
type  of  injury. 

Our  specific  suggestions  for  the  handling 
of  this  type  of  case  are  as  follows:  (adult 
doses — cut  to  2/3  for  children) 

1.  Chloromycetin:  2-3  gm  priming  dose, 
followed  by  1 gm  q 6 h p.o.  for  two 
weeks  minimum. 

2.  Ampicillin  (Polycillin)  : 500  mg-1 

gm  q 4-6  h p.o. 

3.  Prednisone  5-10  mg  q 6h  p.o. 

4.  Maxitrol  gtts.  q lh  while  awake. 

5.  Cyclogyl  gtts.  2%  quid. 

6.  Tetanus  toxoid  or  TAT  as  indicated. 

7.  X-ray  of  orbit  for  penetrating  foreign 
body. 

8.  Temperature  qid  and  recorded  every 
two  weeks.  This  is  quite  feasible  even 
if  at  home. 


9.  WBC — every  second  day  (cost  $1-2.) 
Not  only  to  check  on  the  depression 
of  bone  marrow,  but  also  to  offer  a 
clue  as  to  the  formation  of  a hidden 
abscess,  even  before  the  temperature 
may  so  indicate. 

Conclusions 

1.  The  24  hour  delay  between  the  in- 
jury and  first  visit  to  the  office  for  treatment 
was  probably  the  biggest  single  factor  in 
failing  to  save  this  eye.  Immediate  treat- 
ment is  most  important. 

2.  We  felt  that  the  medications  chosen 
and  their  dosage  were  proper  and  adequate, 
and  the  failure  of  development  of  an  early 
hypopyon  bears  this  out. 

3.  It  is  obvious  now  that  the  vitreous 
levels  of  antibiotic  were  not  sufficient  to 
completely  kill  the  infecting  organism, 
which  became  virulent  after  cessation  of  the 
Chloromycetin.  We  feel  that  the  signs  of 
abscess  formation  may  have  been  well 
masked  by  the  anti-inflammatory  action  of 
the  steroids. 

4.  The  advent  of  a hyphema  10-14  days 
post-injury,  in  an  eye  which  seems  to  be 
progressing,  should  be  viewed  as  a serious 
deterioration. 

5.  Frequent  temperature  and  WBC 
chartings  may  give  clues  as  to  morbidity 
before  any  other  signs  are  apparent. 

6.  Green  haze  in  vitreous  following  a 
penetrating  injury  should  be  viewed  with 
suspicion  of  abscess  formation,  even  in  the 
absence  of  clinical  signs  and  symptoms. 
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Clinical  History 

This  63  year  old  white  male  was  admitted 
to  the  Medical  College  of  Virginia  Hospitals 
on  11-9-67  for  evaluation  of  an  elevated 
BUN  detected  during  hospitalization  else- 
where. The  patient  stated  that  he  had  been 
well  until  August,  1967,  at  which  time  he 
developed  precordial  chest  pain  exaggerated 
by  inspiration.  The  pain  did  not  radiate  and 
was  not  accompanied  by  any  other  sympto- 
matology. He  was  seen  by  his  physician  who 
told  him  that  he  did  not  have  a heart  attack 
and  that  his  problem  was  emphysema.  He 
was  given  some  medication  which  relieved 
the  pain  and  advised  to  rest  at  home  for  four 
days.  He  did  this  and  the  following  week 
returned  to  work  with  no  particular  com- 
plaints. In  September,  1967,  he  noticed  the 
onset  of  weakness,  fatigue,  and  nausea  which 
were  particularly  pronounced  in  the  evening 
after  he  came  home  from  work.  These 
symptoms  were  sometimes  associated  with 
shivering.  In  October  the  patient  went  to 
visit  his  parents  and  apparently  his  salt  in- 
take was  considerably  in  excess  of  normal 


at  this  point.  A few  days  after  his  return 
from  the  visit  he  noticed  the  presence  of 
swelling  of  his  lower  extremities.  He  was 
again  seen  by  his  physician  who  gave  him  a 
diuretic  but  he  showed  no  improvement  and 
at  the  end  of  one  week  was  hospitalized. 
During  this  hospitalization  his  diastolic 
blood  pressure  varied  betwen  80  and  100  and 
his  prostate  was  reported  as  being  two  times 
normal  size.  His  BUN  was  90  mg%,  hemo- 
globin 9.6  gm%  and  a chest  x-ray  was 
interpreted  as  showing  left  ventricular 
enlargement.  He  was  referred  to  the  Medi- 
cal College  of  Virginia  Hospitals  for  further 
evaluation  and  management. 

Past  medical  history:  He  denied  any  his- 
tory of  urinary  tract  infections  or  any 
known  renal  disease.  There  was  no  history 
of  tuberculosis,  diabetes  or  use  of  analgesics. 

Social  history:  The  patient  worked  as  a 
coal  miner  for  22  years  but  had  more  re- 
cently been  employed  in  a supervisory 
capacity. 

Family  history:  Family  history  was  non- 
contributory except  that  his  father  had  be- 
come hypertensive  at  age  78. 

Review  of  systems:  Review  of  systems 
was  negative  except  as  in  the  present  illness. 

Physical  examination  revealed  a blood 
pressure  of  190/90,  pulse  80,  respirations  20, 
temperature  98.6°  (orally).  He  was  normo- 
cephalic.  Pupils  were  equal  and  reacted  to 
light  and  accommodation.  The  fundi  showed 
grade  I arteriolar  narrowing.  The  neck  was 
supple.  The  trachea  was  in  mid-line  and 
there  was  no  jugular  vein  distention.  Carotid 
pulses  were  present  bilaterally.  There  were 
no  masses  detected  in  the  neck.  The  chest 
showed  an  increase  in  the  AP  diameter  but 
the  lungs  were  clear  to  percussion  and  aus- 
cultation. The  heart  was  slightly  enlarged 
to  the  left.  There  was  an  atrial  gallop  pres- 
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ent  but  no  murmurs  or  rubs  were  detected. 
The  abdomen  was  flat,  soft  and  non-tender. 
The  liver  was  palpable  one  cm.  below  the 
right  costal  margin.  The  spleen  and  kidneys 
were  not  palpable.  Bowel  sounds  were  pres- 
ent. No  abdominal  bruits  were  heard.  Rec- 
tal examination  revealed  no  masses  in  the 
ampulla.  The  prostate  was  slightly  enlarged, 
soft  and  non-tender.  The  peripheral  pulses 
were  present  and  equal  bilaterally.  There 
was  1 + pre-tibial  edema  bilaterally.  No 
cyanosis  was  noted.  Neurological  examina- 
tion was  within  normal  limits.  The  skin 
showed  no  signs  of  dehydration.  The  urine 
was  yellow,  hazy  and  acid  with  specific 
gravity  of  1.008.  The  pH  was  5.5.  Sugar 
and  acetone  were  negative.  Protein  was  2 + . 
The  urine  was  positive  for  blood.  There  were 
15  RBC/hpf,  1-3  WBC/hpf  and  numerous 
coarsely  granular  casts,  some  of  which  were 
broad.  No  bacteria  were  noted  and  no  red 
blood  cell  casts  were  seen.  The  urine  was 
examined  for  refractile  fat  bodies  but  none 
were  seen.  Hemoglobin  9.5  gm%,  white 
count  8,500/mm3  with  61%  neutrophils, 
2%  eosinophils,  33%  lymphocytes,  and  4% 
monocytes.  Platelet  count  2 5 8,000 /mm  , 
reticulocyte  count  1.2%.  Three  LE  prep- 
arations were  negative.  Antistrep.  O.  titers 
were  negative.  Repeated  urine  cultures  re- 
vealed no  growth.  Total  protein  6.8  gm%. 
Protein  electrophoretic  pattern  showed  a 
moderate  decrease  in  the  serum  albumin  and 
slight  increase  in  Alpha  II  globulin.  Crea- 
tinine 8.8  mg%.  Uric  acid  6 mg%.  Sodium 
145  mEq/l,  potassium  5.7  mEq/l,  chlorides 
107  mEq/l,  CCE  20  mEq/l.  Serum  phos- 
phorus 8.5  mg%.  Cholesterol  195  mg%. 
Fasting  blood  sugar  96  mg%.  Twenty-four 
hour  urine  electrolytes  collected  on  the  same 
day  as  the  serum  electrolytes  were  done  re- 
vealed a 24  hour  urine  volume  of  1900  cc. 
Sodium  42  mEq/l,  potassium  32  mEq/l, 
chlorides  51  mEq/l,  phosphorus  37  mg%. 
Creatinine  67  mg%,  protein  3.3  gm'(  . 

Chest  x-ray  was  interpreted  as  being  nor- 
mal. A KUB  showed  a portion  of  the  right 
kidney  to  be  partially  obscured  but  no  gross 


renal  pathology  could  be  identified.  Cysto- 
scopy and  retrograde  pyelography  were  per- 
formed on  11-15-67  which  revealed  no 
evidence  of  intrinsic  bladder  pathology 
and  the  collecting  system  on  the  right  ap- 
peared to  be  free  of  obstruction.  Percuta- 
neous renal  biopsy  was  planned  but  the 
bleeding  time  was  reported  as  three  minutes, 
clotting  time  was  reported  as  five,  10,  and 
13  minutes.  Prothrombin  concentration  was 
100%.  The  partial  thromboplastin  time  was 
124  seconds  with  a control  of  72  seconds. 
These  studies  were  repeated  a week  later 
and  had  returned  to  normal.  The  percu- 
taneous renal  biopsy  was  attempted  but  was 
unsuccessful.  In  the  interim  the  creatinine 
concentration  had  risen  to  9.4  mg%,  al- 
though the  patient  continued  to  feel  reason- 
ably well. 

On  11-24-67  the  patient  began  to  com- 
plain of  left  lower  costal  pain  with  radiation 
to  the  left  shoulder  and  left  supraclavicular 
pain  exaggerated  by  inspiration.  On  exam- 
ination a loud  pericardial  friction  rub  was 
detected.  An  electrocardiogram  done  at  this 
time  was  interpreted  as  a normal  tracing. 
On  11-28-67  a chest  x-ray  revealed  an 
accumulation  of  pleural  fluid  on  the  left  and 
perhaps  some  accumulation  of  fluid  in  the 
right  pleural  space.  A left  retrograde  pye- 
logram  was  done  1 1-27-67  and  again  showed 
no  evidence  of  obstructive  uropathy.  An 
open  renal  biopsy  was  performed  on  11- 
28-67. 

Clinical  Discussion 

Dr.  John  Kelly:  On  first  reading  the  pro- 
tocol it  would  seem  that  we  are  dealing  with 
a case  of  chronic  glomerulonephritis,  per- 
haps in  a subacute  stage.  The  patient  was 
a 63 -year-old  white  male  who  apparently 
was  well  until  the  four  month  period  cov- 
ered by  the  protocol.  Three  things  seem 
pertinent  to  the  diagnosis.  These  are:  (1) 
azotemia,  (2)  anemia,  and  (3)  certain 
abnormal  urinary  findings.  The  patient  later 
had  pericarditis  and  I wonder  if  the  azotemia 
was  of  sufficient  degree  to  have  caused  this. 
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In  his  text  on  uremia,  Schreiner'  gives  fig- 
ures which  show  a significant  number  of 
cases  with  pericarditis  where  the  BUN  was 
no  higher  than  80  mg%.  I will  consider 
the  pericarditis  as  being  consistent  with  the 
degree  of  azotemia.  The  low  hemoglobin 
value  is  somewhat  out  of  proportion  to  the 
degree  of  azotemia  but  I shall  assume  that 
they  are  consistent.  He  has  hematuria, 
cylindruria,  and  proteinuria.  These  indicate 
a glomerular  lesion,  perhaps  glomerulo- 
nephritis. It  would  have  been  helpful  for 
the  clinicians  if  red  cell  casts  or  refractile 
fat  bodies  had  been  found.  These  findings 
do  not  help  as  to  whether  the  lesion  is  acute, 
subacute  or  chronic  since  they  are  rather 
nonspecific.  They  do  indicate  a primary 
glomerular  lesion.  The  duration  of  this 
process  is  obscure.  The  patient  apparently 
had  a rather  insidious  onset  of  his  symptoms. 
He  had  developed  anemia  and  his  serum 
protein  electrophoresis  showed  lowering  of 
the  albumin  and  some  elevation  of  the 
Alpha  II  globulin.  The  patient  also  had 
cardiomegaly.  We  do  not  know  whether  he 
might  have  had  some  underlying  heart  dis- 
ease, but  this  could  indicate  that  the  pa- 
tient’s renal  problem  was  of  longer  duration 
than  his  clinical  course  suggests.  There  was 
no  nocturia  which  is  usually  a rather  sig- 
nificant symptom  in  patients  with  chronic 
glomerulonephritis.  A urinary  specific  grav- 
ity of  1.018  was  recorded.  We  do  not  know 
whether  this  was  a first  morning  specimen. 
The  fundi  are  described  as  being  only  Gr  1 
which  would  be  against  chronic  renal  disease. 
The  proteinuria  is  significant:  3.3  gm/24 
hrs.  I have  already  mentioned  the  electro- 
phoretic pattern  which  is  one  often  seen  in 
the  nephrotic  syndrome.  Against  the  diag- 
nosis of  nephrotic  syndrome  is  the  normal 
serum  cholesterol. 

At  this  point  the  best  choice  is  glomerulo- 
nephritis but  certainly  there  are  many  other 
possibilities:  malignant  hypertension,  Good- 
pasture’s syndrome,  certain  allergic  or  hy- 
persensitivity disorders  including  erythema 
nodosum,  Henoch-Schonlein  purpura,  hy- 


persensitivity angiitis,  certain  connective 
tissue  disorders  such  as  systemic  lupus 
erythematosis,  polyarteritis  nodosa  and  pro- 
gressive systemic  sclerosis.  Two  other  pos- 
sibilities are  Wegener’s  granulomatosis  and 
bacterial  endocarditis.  I have  alluded  to  a 
nephrotic  syndrome.  To  be  considered  under 
this  heading  are:  diabetic  glomerulosclerosis, 
glomerulonephritis,  amyloidosis,  renal  vein 
thrombosis,  constrictive  pericarditis  and 
congestive  heart  failure  secondary  to  some 
as  yet  undetermined  type  of  heart  disease.  I 
do  not  believe  this  patient  had  a nephrotic 
syndrome  and  I shall  eliminate  all  these 
diagnoses  except  glomerulonephritis. 

Let  us  look  at  the  history  and  the  physical 
examination.  The  patient’s  initial  complaint 
was  chest  pain.  It  was  located  over  the 
precordium,  was  non-radiating  and  was  ag- 
gravated by  inspiration.  Later  on  in  the 
patient’s  course  he  had  pleural  effusions  and 
evidence  of  pericarditis.  The  question  im- 
mediately arises  as  to  whether  this  initial 
pain  represented  either  pleurisy  or  pericar- 
ditis. It  is  said  that  uremic  pericarditis  is 
non-painful  but  I think  this  is  incorrect. 
Many  cases  of  uremic  pericarditis  are  pain- 
ful and  are  aggravated  by  respirations.  The 
one  point  which  probably  would  be  against 
this  being  a uremic  pericarditis,  at  least  at 
the  beginning,  is  that  Schreiner’s  figures 
indicate  that  the  vast  majority  of  patients 
are  dead  within  a 3-4  weeks  period  after 
there  is  clinical  evidence  of  uremic  peri- 
carditis. Our  patient  apparently  recovered 
from  this  initial  complaint.  He  received 
symptomatic  medication,  a period  of  rest 
was  prescribed  and  then  was  said  to  have  felt 
fairly  well  for  a period  of  about  one  month, 
even  returning  to  work.  He  then  developed 
non-specific  systemic  symptoms  which  in- 
cluded weakness,  fatigue,  and  nausea — diffi- 
culties which  could  occur  in  many  condi- 
tions and  certainly  would  not  be  uncommon 
in  the  azotemic  state.  Then  we  are  given 
another  symptom  . . . that  of  shivering.  I 
am  quite  disturbed  about  this  as  I do  not 
know  what  it  means.  We  have  no  mention 
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of  fever  throughout  the  protocol.  If  the 
patient  were  running  a fever,  I think  this 
would  make  us  think  specifically  of  certain 
possibilities  such  as  bacterial  endocarditis  or 
one  of  the  collagen-vascular  diseases.  We  are 
then  told  that,  after  an  admitted  indis- 
cretion with  sodium,  the  patient  developed 
slight  peripheral  edema.  He  was  hospital- 
ized by  his  local  physician  and  found  to  have 
a BUN  of  90  mg%  and  a hemoglobin  of 
9.5  gm%.  A chest  x-ray  was  said  to  have 
been  normal  except  for  left  ventricular  en- 
largement and  we  are  told  that  his  diastolic 
blood  pressure  varied  between  80  and  100. 
It  would  be  difficult  to  accept  left  ventricu- 
lar enlargement  on  the  basis  of  hypertension 
unless  this  represented  a more  progressive 
increase  of  diastolic  pressure  that  the  infor- 
mation would  indicate.  The  patient  was 
then  referred  to  the  Medical  College  of  Vir- 
ginia. 

In  the  past,  social,  family  histories,  and 
systems  review  we  should  examine  several 
facts  in  more  detail.  First  of  all,  is  the 
definite  statement  that  there  is  no  prior 
history  of  renal  disease.  We  are  given  no 
information  to  fit  in  with  the  various  multi- 
systems diseases.  As  far  as  drugs  are  con- 
cerned, we  are  given  definite  information 
that  the  use  of  analgesics  was  denied.  Pro- 
teinuria, at  least  of  any  significant  degree, 
is  most  uncommon  with  analgesic  nephrop- 
athy. These  patients  may  develop  insidious 
renal  failure  which  can  be  complicated  by 
hematuria,  gross  and  microscopic.  Some- 
times they  become  more  dramatic  by  devel- 
oping papillary  necrosis.  Of  more  interest 
would  be  specific  information  as  to  whether 
the  patient  might  have  taken  other  drugs, 
particularly  penicillin  or  sulfonamides. 
These  are  drugs  with  which  hypersensitiv- 
ity angiitis  has  been  linked  in  many  in- 
stances. 

When  he  was  first  seen  by  his  local  phy- 
sician a diagnosis  of  emphysema  was  made. 
We  should  examine  his  pulmonary  status. 
He  has  an  excellent  occupational  history  for 
silicosis,  but  the  x-rays  have  already  been 


reported  as  showing  no  parenchymal  disease. 

His  lung  fields  are  said  to  have  been  clear 
on  physical  examination.  He  has  had  no 
hemoptysis  or  other  significant  pulmonary 
complaints.  At  this  point  I will  eliminate 
two  diagnoses:  Goodpasture’s  syndrome  and 
Wegener’s  granulomatosis. 

What  about  other  physical  findings?  I 
have  already  mentioned  the  minor  blood 
pressure  elevation  and  the  relatively  benign 
fundiscopic  changes.  Therefore,  malignant 
hypertension  is  eliminated.  The  patient’s 
temperature  on  admission  was  recorded  as 
normal.  He  had  some  cardiomegaly  as  al- 
ready mentioned  and  he  has  an  atrial  gallop. 
It  is  a little  difficult  to  know  exactly  what  is 
his  cardiac  status.  If  he  had  heart  disease, 
the  etiology  is  not  clear.  His  liver  is  slightly 
enlarged  but  otherwise  no  mention  is  made 
of  tenderness  or  any  other  abnormality.  His 
prostate  is  said  to  be  slightly  enlarged.  He 
had  1 + pretibial  edema  but  otherwise  the 
physical  findings  do  not  appear  to  be  re- 
markable. 

What  about  his  laboratory  studies?  The 
blood  picture  doesn’t  appear  remarkable 
aside  from  the  anemia.  One  important  thing 
is  the  fact  that  three  LE  preparations  were 
negative.  This  would  be  against  systemic 
lupus  erythematosis  but  certainly  would  not 
rule  it  out.  Recent  information  indicates 
that  presence  of  certain  anti-nuclear  anti- 
bodies such  as  those  for  DNA  or  heat- 
denatured  DNA,  particularly  when  asso- 
ciated with  very  low  serum  complement 
levels  would  probably  be  much  more  helpful 
in  determining  the  presence  of  systemic 
lupus  erythematosis  and,  particularly,  lupus 
nephritis.  Urine  cultures  are  sterile.  The 
ASO  titer  is  negative.  I would  not  have 
particularly  considered  pyelonephritis  or 
acute  post  streptococcal  glomerulonephritis 
in  this  case  and  the  clinical  course  suggests 
neither  of  these  diagnoses.  Associated  with 
his  azotemia  he  has  has  a slight  degree  of 
acidosis  but  not  as  much  as  I would  like  to 
see  if  I were  going  to  relate  many  of  his 
findings  to  his  uremic  state.  He  does  have  a 
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significant  elevation  of  his  potassium  and 
phosphorus.  Serum  electrolyte  valves  are 
given  but  I question  their  significance  be- 
cause we  do  not  know  about  the  patient’s 
dietary  intake  at  the  time  these  valves  were 
obtained.  His  electrocardiogram  is  normal. 
If  this  were  hypertensive  cardiovascular  dis- 
ease with  cardiac  enlargement  I would  have 
expected  some  evidence  of  left  ventricular 
hypertrophy.  Finally  the  patient  is  noted  to 
have  a transient  bleeding  tendency.  If  we 
are  to  blame  a great  deal  of  the  patient’s 
difficulty  on  his  uremic  state  then  this  would 
be  a convenient  way  of  explaining  his  bleed- 
ing. We  certainly  see  bleeding  problems  re- 
lated to  different  coagulation  factor  abnor- 
malities in  the  uremic  patient. 

The  x-rays  will  be  reviewed  by  the  radi- 
ologist. I would  like  to  raise  a few  points 
relative  to  these  films  which  I have  had  an 
opportunity  to  review.  Perhaps  Dr.  Glenn 
can  comment  on  these  as  he  discusses  the 
various  examinations.  First,  in  one  chest  film 
there  seems  to  be  a slight  infiltration  in  the 
left  lung.  I suppose  this  could  be  an  inter- 
lobular effusion  but  the  question  of  pulmo- 
nary embolism  and  infarction  is  pertinent. 
These  complications  arise  in  almost  any  dis- 
ease state,  and  indeed,  seem  at  times  to 
threaten  people  in  apparent  good  health. 
Therefore  it  would  not  bother  me  to  make 
a second  diagnosis  of  pulmonary  embolism, 
with  or  without  infarction,  in  this  case.  I 
was  wondering  too,  about  cardiomegaly. 
Particularly  I would  ask  about  chamber  en- 
largement, whether  this  could  be  due  in  part, 
or  perhaps  completely,  to  pericardial  effu- 
sion. It  would  seem  that  most  of  his  pleural 
effusion  is  on  the  left  side  but  there  is  prob- 
ably some  also  on  the  right.  As  far  as  his 
renal  studies  are  concerned,  the  kidney  size 
appears  normal.  I do  not  see  any  calyceal 
abnormalities  or  any  evidence  of  obstruc- 
tion. 

Would  Dr.  Glenn  discuss  the  films  at  this 
point? 

Dr.  fa  mes  Glenn:  The  first  chest  film, 


one  day  after  admission  on  1 1-10-67  showed 
the  heart  to  be  slightly  larger  than  usual  but 
the  cardiothoracic  ratio  still  within  normal 
limits.  The  lateral  projection  showed  no 
evidence  of  enlargement  of  the  right  side  of 
the  heart  and  questionable  prominence  of 
the  left  ventricular  region.  At  this  time 
both  lung  fields  are  clear.  There  is  no  evi- 
dence of  pleural  fluid.  There  is  slight  scoli- 
osis of  the  thoracic  spine. 

A chest  film  on  11-28-67  shows  an  in- 
crease in  the  transverse  diameter  of  the 
cardiac  silhouette.  Whether  this  is  due  to 
actual  heart  enlargement  or  pericardial  ef- 
fusion, or  both,  I cannot  say  on  plain  films. 
Fluoroscopy  may  help  but  often  it  is  incon- 
clusive. Special  studies  such  as  an  isotope 
scan  or  CO2  study  would  have  been  helpful 
to  show  whether  pericardial  effusion  was 
present.  Pleural  fluid  is  present  on  the  left. 
There  is  also  a small  amount  of  pleural  fluid 
in  the  right  lateral  costophrenic  angle.  The 
left  pleural  fluid  could  be  obscuring  a paren- 
chymal lesion  such  as  pneumonia  or  pulmo- 
nary infarct,  but  no  such  lesion  can  be  vis- 
ualized. 

The  last  chest  film  on  11-30-67  shows 
some  increase  of  pleural  fluid  on  the  right 
and  the  amount  of  left  pleural  fluid  is  prob- 
ably the  same  as  on  the  previous  film.  The 
heart  shadow  remains  enlarged.  Now  there 
is  definite  bilateral  pulmonary  vascular  con- 
gestion and  that  could  be  due  to  primary 
congestive  heart  failure,  or  may  be  second- 
ary to  his  renal  disease. 

A right  retrograde  pyelogram  done  on 
11-15-67  shows  that  there  is  no  obstruction 
of  the  collecting  system  of  the  right  kidney. 
There  is  only  minimal  blunting  of  the  caly- 
ces which  is  explained  by  the  pressure  of 
the  retrograde  technique.  There  is  no  de- 
crease of  the  cortical  width.  The  vertical 
diameter  of  the  right  and  left  kidney  is 
within  normal  limits.  The  appearance  is 
against  chronic  pyelonephritis  but  is  com- 
patible with  glomerulonephritis,  especially 
subacute.  Acute  glomerulonephritis  would 
produce  more  kidney  enlargement.  The 
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absence  of  enlarged  kidneys  is  against  the 
diagnosis  of  amyloidosis  or  other  infiltrative 
diseases.  A left  retrograde  pyelogram  dem- 
onstrated no  obstruction.  The  calyces  are 
within  normal  limits  considering  the  retro- 
grade technique.  The  size  and  contour  of 
the  left  kidney  are  within  normal  limits. 
(Figure  1) 


three  definite  possible  diagnoses.  I think  the 
most  likely  is  chronic  glomerulonephritis — 
possibly  in  a subacute  phase.  I think  every- 
thing we  have  seen  here  will  fit  with  this 
particular  diagnosis  although  there  are 
some  bothersome  points.  Was  the  anemia 
out  of  proportion  to  the  degree  of  uremia? 
Was  uremic  pericarditis  his  initial  difficulty 


Fig.  1.  Right  and  left  retrograde  pyelogram.  No  evidence  of  obstruction. 
Size  of  kidneys  is  normal. 


Dr.  Kelly:  Thank  you  very  much.  I be- 
lieve on  the  basis  of  what  Dr.  Glenn  has  told 
us  that  I am  going  to  stop  worrying  about 
the  patient  having  pre-existing  cardiac  dis- 
ease. Let’s  examine  the  clinical  approach  to 
the  problem  and  see  how  the  clinicians  were 
thinking  in  the  case.  First,  they  were  very 
eager  to  rule  out  some  type  of  obstructive 
uropathy.  I would  not  particularly  have 
considered  such  a possibility  in  this  case.  It 
certainly  is  something  which  should  always 
be  borne  in  mind,  as  correctable  lesions 
should  not  be  overlooked.  As  far  as  the 
kidney  biopsy  is  concerned,  I suspect  the 
clinicians  were  looking  for  one  of  two 
things:  a potentially  treatable  condition 
such  as  hypersensitivity  angiitis  or  lupus 
nephritis;  secondly,  for  a lesion  such  as 
chronic  glomerulonephritis  in  which  case 
they  would  have  been  content  with  sympto- 
matic treatment. 

The  time  has  now  arrived  to  try  to  reach 
a diagnosis  or  diagnoses  which  could  be  pos- 
sible in  this  particular  case.  I would  consider 
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as  far  as  chest  pain  is  concerned?  Was  there 
any  fever  throughout  this  patient’s  course? 
Was  the  shivering  indicative  of  a febrile 
event?  There  is  also  the  question  of  pleural 
irritation.  The  initial  complaint  may  have 
been  pleurisy  and  later  on  we  learned  that 
the  patient  had  some  distress  in  his  left 
thorax  which  could  have  represented  dia- 
phragmatic pleural  irritation.  However,  this 
is  consistent  with  the  pericarditis  he  was 
known  to  have.  I don’t  see  any  of  these 
objections  as  being  strong  enough  to  rule  out 
chronic  glomerulonephritis.  I would  put  it 
as  my  first  consideration. 

As  a second  choice  I am  led  to  the  connec- 
tive tissue  diseases.  Being  interested  in  rheu- 
matology I could  not  conclude  without 
considering  these.  Here  we  would  consider 
systemic  lupus  erythematosis,  polyarteritis 
nodosa  and  even  systemic  sclerosis.  Progres- 
sive systemic  sclerosis,  often  known  better 
as  scleroderma,  does  not  often  affect  the 
kidneys  but  when  it  does,  it  can  be  very 
violent  and  simulate  polyarteritis  nodosa 
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very  closely,  both  clinically  and  pathologi- 
cally. There  does  seem  to  be  a little  more 
involvement  of  the  interlobular  arteries 
pathologically  but  otherwise  the  picture  is 
very  similar.  As  far  as  systemic  lupus  ery- 
thematosis  is  concerned  it  would  be  a little 
unusual  in  a male  of  this  age.  I have  cer- 
tainly seen  it  however  and  the  man’s  age 


sensitivity  angiitis.  This  lesion  may  be 
amenable  to  therapy  and  I am  hoping  that 
maybe  all  the  pathologist  is  going  to  show 
is  a kidney  biopsy  rather  than  autopsy  mate- 
rial. We  are  not  given  any  drug  history 
which  would  go  with  this  possibility.  As  far 
as  the  renal  lesion  is  concerned,  the  clinical 
picture  is  compatible. 


Fig.  2.  Renal  biopsy.  Diseased  glomeruli  varying  from  almost  normal 
to  partially  hyalinized.  Formation  of  epithelial  crescents.  (H  & E 
X 125) 


and  sex  do  not  rule  out  the  possibility  al- 
though it  would  be  less  likely  than  polyar- 
teritis nodosa.  Again  everything  would  fit 
this  diagnosis  as  well.  We  must  remember 
that  these  are  all  diseases  of  protean  manifes- 
tations. The  protocol  would  not  make  us 
think  positively  of  these  diseases.  We  are  all 
aware  that  they  assume  many  shapes  and 
forms  as  did  Proteus  in  Greek  mythology. 
Based  on  statistics,  polyarteritis  nodosa 
would  be  the  most  likely. 

Finally  there  is  the  possibility  of  a hyper- 


Dr.  Kelly’s  Diagnoses: 

1.  Chronic  glomerulonephritis,  sub- 
acute phase. 

2.  Polyarteritis  nodosa. 

3.  ? hypersensitivity  angiitis. 

Pathological  Discussion 

Dr.  Vijay  Joshi:  I will  pick  up  the  story 
from  the  time  the  open  renal  biopsy  was 
done.  This  biopsy  revealed  diffuse  glomerular 
disease  as  the  principal  lesion.  This  varied 
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from  hyalinization  of  the  glomeruli  to  focal 
proliferative  epithelial  changes  within  the 
glomerulus  and  the  formation  of  epithelial 
crescents.  In  addition  there  was  an  intersti- 
tial fibrosis,  focal  interstitial  inflammatory 
infiltrate  and  focal  tubular  atrophy.  These 
are  probably  secondary  changes  to  the  basic 
glomerular  disease.  Some  glomeruli  were 
completely  hyalinized.  The  diffuse  glomer- 
ular involvement  of  variable  stage  is  con- 
sistent with  the  diagnosis  of  chronic 
glomerulonephritis.  (Fig.  2). 

The  patient  withstood  the  procedure  of 
renal  biopsy  fairly  well;  however,  his  general 
condition  continued  to  deteriorate.  His 


heavy  (190  grams  each)  and  had  smooth 
external  surfaces  with  a few  punctate 
hemorrhages  or  patchy  congestion.  The  cut 
surfaces  showed  a swollen,  pale  cortex  and 
medulla.  The  gross  picture  was  consistent 
with  a late  stage  of  subacute  glomerulo- 
nephritis. The  microscopic  examination  of 
the  kidneys  at  autopsy  showed  all  of  the 
lesions  seen  in  the  biopsy.  However,  there 
were  other  lesions  in  the  glomeruli  as  illus- 
trated in  figure  3.  This  is  an  example  of 
fibrinoid  necrosis  and  was  found  in  both 
glomeruli  and  small  blood  vessels.  A special 
stain  for  fibrin  confirmed  this  finding.  A 
re-examination  of  the  original  renal  biopsy 


Fig.  3.  Kidneys  at  autopsy.  Evidence  of  fibrinoid  necrosis  in  blood 
vessels  and  glomeruli.  (H  & E X 160) 


BUN  rose  to  222  mg%  and  his  creatinine 
to  14.6  mg%.  About  five  days  after  his 
open  biopsy  he  developed  nasopharyngeal 
bleeding  and  two  days  later  expired. 

At  autopsy  the  kidneys  were  pale  and 


with  this  change  in  mind  showed  that  it  was 
present  in  two  glomeruli.  Examination  of 
the  larger  arteries  of  the  kidney  at  autopsy 
showed  a lesion  indicative  of  healed  arteritis. 

The  differential  diagnoses  of  such  a renal 
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lesion  are:  (1)  malignant  nephrosclerosis, 
(2)  embolic  glomerulonephritis,  (3)  rap- 
idly progressive  glomerulonephritis,  and 
(4)  renal  lesion  of  polyarteritis  nodosa. 

Examination  of  other  organs  revealed 
within  the  spleen  and  adrenals  an  acute  ar- 
teritis with  fibrinoid  necrosis  and  an  infil- 
trate of  polymorphonuclear  leucocytes 
within  the  vessel  walls.  This  is  particularly 
true  in  the  small  splenic  arterioles  sur- 
rounded by  lymphoid  follicles.  (Fig.  4)  Ex- 


nodosa.  The  lesion  is  not  granulomatous. 
The  patient  had  no  history  or  evidence  of 
rheumatic  fever  and  the  temporal  and 
cranial  arteries  were  not  involved,  so  the  first 
three  diagnoses  may  be  ruled  out.  The  dif- 
ference between  hypersensitivity  angiitis 
and  periarteritis  nodosa  is  largely  a patho- 
logical differentiation,  but  depends  on  some 
associated  historical  facts.  In  hypersensitiv- 
ity angiitis,  there  is  an  associated  hypersen- 
sitive state  to  various  drugs  and  chemicals. 


Fig.  4.  Spleen.  Acute  arteritis.  (H  & E X 160) 


amination  of  skeletal  muscle  showed  that 
there  was  an  arteritis  of  the  arterioles  and 
arteries  within  selected  areas.  The  differen- 
tial diagnosis  then  resolves  itself  into  a ne- 
crotizing angiitis  with  involvement  of  the 
kidney,  spleen,  adrenals  and  skeletal  muscle. 
This  differential  is  as  follows:  (1)  allergic 
granulomatous  angiitis,  (2)  rheumatic  ar- 
teritis, (3)  temporal  arteritis,  (4)  hyper- 
sensitivity angiitis,  and  (5)  periarteritis 


This  history  seems  to  be  fundamental  to  the 
diagnosis.  The  organs  involved  in  such  cases 
are  the  kidney,  heart  and  splenic  follicular 
arterioles.  The  lesions  tend  to  be  of  the  same 
age.  This  disease  takes  a rapidly  fatal  course 
as  compared  to  polyarteritis  nodosa  in  which 
the  small  or  medium  type  arteries  are  in- 
volved and  the  various  viscera  show  lesions 
of  various  ages.  The  case  under  discussion 
is  more  closely  allied  to  the  diagnosis  of 
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hypersensitivity  angiitis  than  to  polyarteritis 
nodosa  based  on  these  facts.  However,  we 
do  not  have  a history  of  hypersensitivity  to 
a drug. 

In  1948  Davson"  and  his  colleagues,  in  a 
paper  on  renal  lesions  in  polyarteritis  nodosa, 
divided  their  patients  into  two  groups. 
Group  I:  Polyarteritis  of  the  usual  macro- 
scopic type  showing  multiple  small  aneu- 
rysms of  mesenteric,  coronary  and  other 
arteries  and  larger  branches  of  the  renal 
arteries.  Group  II:  Polyarteritis  nodosa 
which  they  called  a "microscopic  type”  be- 
cause the  diagnosis  was  made  essentially  on 
the  microscopic  examination  of  the  kidney 
and  not  on  gross  examination  of  the  organs 
as  in  Group  I.  In  this  microscopic  type,  the 
small  arteries  and  arterioles  of  various  organs 
were  involved  and  showed  necrotizing 
glomerulitis  as  the  predominant  renal  lesion. 
Our  present  case  fits  well  with  this  category 
and  is  the  best  diagnosis;  polyarteritis  of  the 
microscopic  type. 

The  patient  died  in  clinical  uremia  and 
showed  many  of  the  findings  associated  with 
it:  pericarditis  and  fluid  in  the  serous  cavi- 
ties. The  patient  was  bleeding  from  his 
nasopharynx  although  the  exact  site  was  not 
determined  and  he  had  aspirated  quite  a 
large  quantity  of  blood  into  the  tracheo- 
bronchial tree.  His  lungs  were  atelectatic. 
This  aspiration  of  nasopharyngeal  blood  and 
lung  atelectasis  appeared  to  be  the  terminal 
event. 

In  regard  to  the  presenting  renal  findings 
in  polyarteritis  nodosa,  Frohnert  and  Shep3 
reviewed  130  cases  and  found  that  the  in- 
volvement of  the  renal  system  as  manifested 
by  flank  pain  and  hematuria  occurred  in 
only  8%  of  the  cases.  However,  in  the  same 
cases  renal  involvement  as  indicated  by 
azotemia  was  seen  in  32%  of  the  untreated 
patients  and  in  2 5 % of  the  pre-treated  cases. 

This  is  truly  a multisystems  disease  with 
protean  manifestations  as  Dr.  Kelly  has  al- 
ready indicated.  The  disease  is  difficult  to 
diagnose  clinically  for  this  reason.  Grant4  in 
1940  reviewed  3 50  cases  of  polyarteritis 


nodosa  and  found  only  5 0 of  these  were  cor- 
rectly diagnosed  clinically.  A recent  report 
from  the  Mayo  Clinic1  indicates  a somewhat 
better  diagnostic  performance.  They  were 
able  to  diagnose  100  of  130  cases.  They 
attributed  their  success  to  biopsy  of  the 
symptomatic  organ  and  the  use  of  electro- 
myography in  selecting  a suitable  muscle  for 
biopsy.  In  making  a biopsy  diagnosis,  mus- 
cle, skin  and  testes  are  helpful.  In  59  of  100 
cases  the  diagnosis  was  essentially  made  by 
muscle  biopsy.  Skin  and  testes  were  next  in 
frequency  of  involvement.  Early  diagnosis 
is  important  as  indicated  from  the  prog- 
nosis following  corticosteroid  or  ACTH 
therapy.  Frohnert  and  Sheps3  in  their  series 
of  130  patients  found  that  48%  survived 
five  years  in  the  treated  group  as  opposed  to 
only  13%  of  the  untreated  group.  The 
presence  of  hypertension  or  renal  disease  at 
the  initial  examination  made  the  prognosis 
much  worse.  In  a series  reported  by 
O’Duffy'’  from  the  Cleveland  Clinic,  con- 
sisting of  37  cases,  uremia  and  congestive 
heart  failure  were  the  commonest  clinical 
manifestations  in  the  terminal  stages  of  both 
polyarteritis  nodosa  and  hypersensitivity 
angiitis.  Our  patient  had  bleeding  as  one 
of  his  uremic  manifestations  and  the  various 
abnormalities  which  have  been  implicated 
in  this  bleeding  diathesis  are  thrombocyto- 
penia, prothrombin  consumption  depression, 
impaired  capillary  integrity  and  defects  in 
the  platelets  in  factor  VII. 

Pathological  Diagnosis 

1.  Polyarteritis  nodosa,  microscopic 
type,  involving  spleen,  adrenal,  skel- 
etal muscles,  and  kidneys. 

2.  Aspiration  of  blood,  terminal,  into 
tracheobronchial  tree. 
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PRELIMINARY  PROGRAM 


121st  Meeting 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Hotel  Roanoke 
Roanoke,  Virginia 
October  13-16,  1968 


SUNDAY,  OCTOBER  13 
10:00  A.M. 
COUNCIL 
Parlor  D 


2:00  P.M. 

HOUSE  OF  DELEGATES 
Ballroom 


MONDAY  MORNING,  OCTOBER  14 
9:00  A.M. 

Ballroom 


Welcome  and  Preliminary  Announcements — Robert 
L.  A.  Keeley,  M.D.,  Chairman,  Local  Commit- 
tee on  Arrangements 

Memorial  Service 

SCIENTIFIC  PROGRAM 

The  Medical  Society  of  Virginia  has  received  the 
cooperation  of  the  Virginia  Academy  of  General 
Practice  in  arranging  the  overall  scientific  program. 

W.  Leonard  Weyl,  M.D.,  Arlington,  Presiding. 

9:05  A.M. — Program  arranged  in  conjunction 
with  American  College  of  Surgeons,  Virginia 
Chapter. 

Guest  Speaker — Judson  G.  Randolph,  M.D., 
Surgeon-in-Chief,  Children’s  Hospital,  Washing- 
ton, D.C. — Shock  in  Children. 

9 :30  A.M. — Panel — The  Diagnosis  and  Treat- 
ment of  Common  Thoraco-Abdominai. 
Emergencies  in  Children — 

Arnold  Salzberg,  M.D.,  Richmond,  Moderator 
Judson  G.  Randolph,  M.D.,  Washington,  D.  C. 
Charles  J.  Devine,  Jr.,  M.D.,  Norfolk 
Christian  V.  Cimmino,  M.D.,  Fredericksburg 
William  G.  Thurman,  M.D.,  Charlottesville 


10:30  A.M. — Intermission  to  Visit  Exhibits 


11:00  A.M. — Removal  of  the  Barricade  to 
Psychiatric  Clinical  Services — Robert  T. 
Corney,  M.D.,  and  William  H.  Grey,  M.D., 
Charlottesville. 

One  of  the  paramount  problems  in  psychiatry  today 
is  how  to  be  truly  available  to  the  entire  range  of  the 
population.  In  practice,  this  burden  will  be  borne  by 
the  psychiatric  out-patient  clinic.  Traditionally,  these 
clinics  have  had  to  defend  themselves  with  a waiting 
list,  but  this  has  also  served  as  a barrier  between  the 
clinic  and  many  who  need  help.  A method  to  see  all 
referrals,  without  a waiting  list,  has  been  developed 
at  the  Mental  Health  Clinic  at  the  University  of  Vir- 
ginia Hospital.  This  method  (Screening  Evaluation) 
is  unique  in  that  it  utilizes  brief  screening  interview 
techniques  and  involves  the  psychiatrist  in  this  vital 
service. 

1 1 :30  A.M. — Program  arranged  in  conjunction 
with  Virginia  Society  for  Pathology  and  Ameri- 
can College  of  Radiology,  Virginia  Chapter. 

Guest  Speaker — Richard  H.  Marshak,  M.D., 
Clinical  Professor  of  Radiology,  Mt.  Sinai  Hos- 
pital School  of  Medicine,  New  York — Sugges- 
tive and  Diagnostic  X-ray  Patterns  in  Cer- 
tain Lesions  of  the  Gastrointestinal 
Tract. 


MONDAY  AFTERNOON,  OCTOBER  14 

See  special  section  on  luncheons,  committee  meetings 
and  special  events. 


SCIENTIFIC  PROGRAM 
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Dennis  P.  McCarty,  M.D.,  Front  Royal,  Presiding. 
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2:00  P.M.— Family  Planning — Its  Pitfalls 
and  Execution — John  Crawford,  M.D.,  Vir- 
ginia Beach. 

It  seems  obvious  that  statewide  endeavors  in  this 
particular  field  have,  with  very  few  exceptions,  met 
with  little  success.  This  can  be  attributed  to  many  fac- 
tors— professional,  moral  and  political — -and  this  paper 
will  emphasize  these  and  suggest  remedies  designed 
to  make  the  family  planning  program  more  efficient. 

2:20  P.M. — Reducing  Upper  Respiratory 
Tract  Infections  by  Humidity  Control — 
Charles  S.  Sale,  M.D.,  Norfolk. 

Each  fall  and  winter  physicians  are  faced  with  nu- 
merous cases  of  upper  respiratory  tract  infections. 
When  the  humidity  in  our  environment  is  reduced, 
drying  occurs  in  the  respiratory  membrane.  The  for- 
mation of  mucus  is  reduced  and  cilia  are  rapidly  de- 
stroyed. This  predisposes  the  membrane  to  conges- 
tion or  infection.  In  our  modern  heating  systems  hu- 
midification of  the  warm  air  has  been  considered  only 
in  recent  years.  The  portable  cool  air  room  hu- 
midifier seems  to  be  the  most  satisfactory  unit  avail- 
able, inexpensively,  to  the  public.  Its  use  in  the  bed- 
room while  sleeping  is  the  most  beneficial  time. 

2:40  P.M. — Mesenchymal  Syndrome  (Bur- 
sitis Epicondylitis,  and  Carpal  Tunnel 
Syndrome)- — Robert  P.  Nirschl,  M.D.,  Arling- 
ton. 

This  paper  will  be  directed  toward  the  diagnosis 
and  treatment  of  bursitis  in  the  shoulder,  consideration 
of  diagnosis  and  treatment  of  median  nerve  compres- 
sion in  the  carpal  canal  and  epicondylitis  about  the 
elbow ; a triad  of  problems  commonly  associated  and 
classed  under  a single  heading  of  Mesenchymal  Syn- 
drome. Other  similar  conditions  such  as  trigger  finger, 
DeQuervain’s,  ulnar  nerve  compression  and  trochan- 
teric tendinitis  will  be  discussed  as  time  allows.  The 
paper  has  been  prepared  with  the  family  physician 
in  mind. 


3:00  P.M. 

Reference  Committee  $:1 — Parlor  D 
Reference  Committee  #2 — Parlor  F 
Reference  Committee  #3 — Pine  Room 


TUESDAY  MORNING,  OCTOBER  IS 
Ballroom 

W.  Nash  Thompson,  M.D.,  Stuart,  Presiding. 

SCIENTIFIC  PROGRAM 

The  following  program  has  been  arranged  in  co- 
operation with  the  Virginia  Society  of  Internal  Med- 
icine. 


9:00  A.M. — Panel  — The  Relationship  Be- 
tween the  Federal  Government,  Practic- 
ing Physicians  and  Hospitals. 

Thomas  W.  Murrell,  Jr.,  M.D.,  Richmond, 
Moderator. 

Edwin  F.  Rosinski,  Ed.D.,  Washington. 

Harvey  Vandergrift,  M.D.,  Regional  Program 
Director,  Department  of  Health,  Education 
& Welfare,  Charlottesville. 

Leslie  F.  McCoy,  M.D.,  Medical  Consultant, 
Social  & Rehabilitation  Service,  Department  of 
Health,  Education  & Welfare,  Charlottesville. 
Thomas  L.  Gorsuch,  M.D.,  Waynesboro. 


10:30  A.M. — Intermission  to  Visit  Exhibits 


11:00  A.M. — Continuation  of  Panel — Featuring 
questions  from  the  floor. 


TUESDAY  AFTERNOON,  OCTOBER  IS 

See  special  section  on  luncheons,  committee  meetings 
and  special  events. 


SCIENTIFIC  PROGRAM 
Ballroom 

W.  Leonard  Weyl,  M.D.,  Arlington,  Presiding. 

2:00  P.M. — Early  Treatment  of  Burns — B. 
W.  Haynes,  Jr.,  M.D.,  Richmond. 

The  continuing  challenge  of  successful  early  man- 
agement of  the  severely  burned  patient  encompasses 
precise  fluid  and  electrolyte  replacement,  and  especially, 
effective  burn  wound  care.  Emphasis  will  be  placed 
upon  modern  concepts,  including  the  use  of  topical 
agents,  e.g.,  Sulfamylon. 

2:15  P.M. — Panel — Late  Treatment  of  Burns 
— Arranged  in  conjunction  with  the  Virginia 
Society  of  Plastic  and  Reconstructive  Surgery. 

John  E.  Alexander,  M.D.,  Falls  Church,  Mod- 
erator. 

1.  Burn  Scar  Pathophysiology  and  Re- 
search— Jerry  Bains,  M.D.,  Charlottesville. 

2.  Burn  Scars  and  Contractures  of  the 
Face,  Eyelids  and  Ears — C.  C.  Coleman, 
man,  Jr.,  M.D.,  Richmond. 

3.  Burn  Scars  and  Contractures  of  the 
Scalp  and  Neckj — Leon  Block,  M.D.,  Falls 
Church. 
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4.  Burn  Scars  and  Contractures  of  the 
Arms  and  Hands — Jerome  Adamson, 
M.D.,  Norfolk. 

5.  Burn  Scars  and  Contractures  of  the 

Trunk  and  Lower  Extremities — Will- 
cox  Ruffin,  Jr.,  M.D.,  Norfolk. 

6.  Malignancies  Occurring  in  Burn 

Scars  in  General — Charles  Horton,  M.D., 
Norfolk. 


3:30  P.M. 

HOUSE  OF  DELEGATES 
Exhibit  Room 


WEDNESDAY  MORNING,  OCTOBER  16 
9:00  A.M. 

Ballroom 

Dennis  P.  McCarty,  M.D.,  Front  Royal,  Presiding. 
9:00  A.M. — Visit  Exhibits 

SCIENTIFIC  PROGRAM 

9:30  A.M. — Acute,  Painful  Scrotal  Swell- 
ing in  Children — George  R.  Prout,  Jr.,  M.D., 
Warren  W.  Koontz,  Jr.,  M.D.,  and  A.  Aziz 
Bilbisi,  M.D.,  Richmond 

The  experience  (40  cases)  with  painful  scrotal  swell- 
ing in  children  over  a ten  year  period  is  reviewed.  The 
symptoms  and  findings  for  differentiation  of  testicular 
torsion  (26  cases),  torsion  of  the  appendix  epididymus 
(3  cases)  and  acute  epididymitis  (11  cases)  are  enu- 
merated. Testicular  torsion  is  an  acute  surgical  emer- 
gency. All  testicles  operated  upon  for  testicular  tor- 
sion within  six  hours  of  the  onset  of  symptoms  were 
saved.  If  symptoms  had  been  present  for  between  six 
and  twelve  hours  20%  were  lost.  All  testicles  sympto- 
matic for  over  twelve  hours  suffered  irreversible  in- 
farction. Epididymitis  must  be  carefully  evaluated  as 
two  of  our  patients  later  developed  atrophic  testis  and 
probably  had  torsion. 

9:45  A.M. — The  Treatment  of  Seizure  Dis- 
orders— Cary  Suter,  M.D.,  and  H.  Hoosh- 
mand,  M.D.,  Richmond. 

This  paper  suggests  a practical  way  to  classify  seiz- 
ure disorders  in  children — bringing  into  consideration 


the  four  important  factors  of  the  patient’s  age,  clinical 
manifestations  of  seizure  disorder,  EEG  manifesta- 
tions, and,  when  possible,  the  known  etiological  fac- 
tors. The  mode  of  action  of  different  drugs  used  for 
seizure  disorder  will  be  discussed.  After  a discussion 
of  the  effects  and  side  effects  of  standard  and  new 
drugs,  the  treatment  of  choice  in  different  forms  of 
seizure  disorders  in  children  will  be  covered.  Other 
points  of  interest  such  as  the  treatment  of  conditions 
simulating  seizure  disorders  in  children,  indications 
and  contraindications  of  discontinuation  of  anticon- 
vulsants, surgical  treatment  for  seizure  disorder  in 
children,  and  treatment  of  febrile  seizures  will  also  be 
discussed. 

10:00  A.M. — Invited  Speaker — John  F.  Alksne, 
M.D.,  Chairman,  Division  of  Neurosurgery, 
Medical  College  of  Virginia,  Richmond — Man- 
agement of  Subarachnoid  Hemorrhage — 

Subarachnoid  hemorrhage  can  result  from  a variety 
of  causes  such  as  trauma,  intracranial  aneurysm,  ar- 
teriovenous malfunction,  or  neoplasm.  Angiography  is 
indicated  in  all  cases  except  those  with  major  trauma 
because  minor  trauma  may  be  the  result  of  the  intra- 
cranial bleeding  rather  than  the  cause. 

Only  after  the  source  of  the  hemorrhage  is  positively 
established  can  appropriate  therapy — bed  rest,  hypo- 
tensive agents,  stereotactic  thrombosis,  carotid  ligation, 
or  open  craniotomy — be  selected.  The  better  the  pa- 
tient’s condition,  the  earlier  angiography  can  be  per- 
formed so  that  therapy  may  be  instituted  before  a sec- 
ond hemorrhage  occurs. 


10:15  A. M.— Intermission  to  Visit  Exhibits 


10:30  A.M. — Program  arranged  in  conjunction 
with  Virginia  Diabetes  Association. 

Guest  Speaker — Rubin  Bressler,  M.D.,  Profes- 
sor of  Medicine,  Duke  LIniversity,  Durham, 
N.C. — Problems  in  the  Management  of 
Diabetes  Mellitus. 

Dr.  Bressler’s  paper  will  be  followed  by  a slide 
presentation  of  problem  cases  and  a question  and 
answer  session  featuring  Rubin  Bressler,  M.D., 
H.  St.  George  Fucker,  M.D.,  Richmond,  and 
John  A.  Owen,  Jr.,  M.D.,  Charlottesville. 


SPECIAL  EVENTS 


SUNDAY,  OCTOBER  13 

Virginia  Academy  of  General  Practice 

Breakfast — Board  Meeting — Virginia  Room — 
7:00  A.M. 

Council,  The  Medical  Society  of  Virginia 


Business  Meeting — Parlor  D — 10:00  A.M. 
Luncheon — Parlor  F — 12:30  P.M. 

Virginia  Dermatological  Society 

Scientific  Session — Pine  Room — 9:00  A.M. 

(Sat.,  Oct.  12 — Social  Hour — Pine  Room — 6:00 
P.M. — Followed  bv  dinner) 
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House  of  Delegates,  The  Medical  Society  of  Virginia 
Ballroom— 2:00  P.M. 

International  College  of  Surgeons,  Virginia  State 
Surgical  Division 

Scientific  Sc  Business  Session — Exhibit  Hall — 

3:30  P.M. 

Social  Hour — Exhibit  Hall— 5 :30  P.M. 

VaMPAC 

Banquet — Ballroom — 7 :30  P.M. 

MONDAY,  OCTOBER  14 

Virginia  Academy  of  General  Practice 

Breakfast — Hospital  Committee — Parlor  L — 

7:30  A.M. 

American  Association  of  Public  Health  Physicians, 
Virginia  Chapter 

Breakfast — Parlor  D — 7 :30  A.M. 

American  College  of  Surgeons,  Virginia  Chapter 
Breakfast — Pine  Room — 7 :30  A.M. 

Virginia  Society  of  Internal  Medicine 
Breakfast — Parlor  F — 7 :30  A.M. 

Virginia  Physicians  Association 

Breakfast — Exhibit  Hall — 7 :30  A.M. 

American  College  of  Radiology,  Virginia  Chapter 
Luncheon — Parlors  K & L — 1 :00  P.M. 

American  College  of  Physicians,  Virginia  Section 
Luncheon — Exhibit  Hall — 1 :00  P.M. 

Virginia  Obstetrical  and  Gynecological  Society 
Luncheon — Pine  Room — 1 :00  P.M. 

Virginia  Orthopaedic  Society 

Luncheon — Parlor  D — 1 :00  P.M. 

Virginia  Society  of  Plastic  and  Reconstructive  Sur- 
gery 

Luncheon — Parlor  F — 1 :00  P.M. 

SCIENTIFIC 

Scientific  Exhibits  will  be  housed  in  the 

Diagnose  Gout  and  Treat  It — Irvin  F.  Hermann,  M.D., 
and  Kenneth  M.  Kron,  M.D.,  Philadelphia,  Pennsyl- 
vania. 

This  exhibit  presents  the  comprehensive  manage- 
ment of  patients  with  gout  with  special  emphasis  on 
specific  detailed  therapy  for  the  initial  acute  attack. 
The  patienf s presenting  symptoms  are  considered  and 
the  method  of  making  a diagnosis  both  presumptive 
and  positive  is  outlined.  Several  roentgenograms, 
photomicrographs  and  pictures  of  gross  specimens  il- 
lustrate the  basis  for  a positive  diagnosis. 

Childhood  Cancer — American  Cancer  Society,  Virginia 
Division. 

Cancer  kills  more  children  in  the  United  States  than 
any  other  disease.  This  exhibit  presents  the  problem 


Virginia  Surgical  Society 

Luncheon — Ballroom — 1 :00  P.M. 

Reference  Committee  #1 — Parlor  D — 3 :00  P.M. 

Reference  Committee  — Parlor  F — 3:00  P.M. 

Reference  Committee  #3 — Pine  Room — 3:00  P.M. 

The  Medical  Society  of  Virginia 

Cocktail  Party — Pine  & Oval  Rooms — 6:30  P.M. 
Banquet — Ballroom — 7 :30  P.M. 

TUESDAY,  OCTOBER  IS 

Virginia  Academy  of  General  Practice 

Breakfast — Membership  & Credentials  Committee 
—Parlor  D— 7 :00  A.M. 

Luncheon — Pine  & Writing  Rooms — 1 :00  P.M. 

Virginia  Industrial  Medical  Association 
Breakfast — Parlor  F — 7 :30  A.M. 

Virginia  Flying  Physicians  Association 
Luncheon — Parlor  F — 1 :00  P.M. 

House  of  Delegates,  The  Medical  Society  of  Vir- 
ginia 

Exhibit  Hall— 3 :30  P.M. 

Medical  College  of  Virginia  Medical  Alumni  Asso- 
ciation 

Cocktail  Party — Ballroom — 6:30  P.M. 

Banquet — Ballroom — 7 :30  P.M. 

University  of  Virginia  Medical  Alumni  Association 
Cocktail  Party — Pine  Room — 6 :30  P.M. 

Banquet — Pine  Room — -7  :30  P.M. 

WEDNESDAY,  OCTOBER  16 

Virginia  Diabetes  Association 

Luncheon — Parlor  F — 1 2:15  P.M. 

EXHIBITS 

Railroad  Room  of  the  Hotel  Roanoke. 

and  emhasizes  the  values  of  early  diagnosis  and  prop- 
er treatment.  It  also  emphasizes  the  methods  of  treat- 
ment and  results  which  can  be  obtained  in  the  most 
common  forms  of  cancer  in  children. 

Today’s  Problems  of  Diuretic  Therapy — Arthur  Bern- 
stein, M.D.,  and  Melvin  Odze,  M.D.,  Newark,  New 
Jersey. 

Diuretics  are  among  the  most  commonly  used  ther- 
apeutic agents.  The  development  of  newer  diuretics 
having  special  areas  of  utility  and  unique  effects  on 
electrolytes  increases  the  complexity  of  management. 
This  exhibit  will  present  the  mechanisms  of  action, 
the  signs  and  symptoms  and  the  management  of 
problems  such  as  potassium  depiction,  secondary  hy- 
peraldosteronism, dilutional  hyponatremia  and  con- 
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gestive  heart  failure  ‘with  rising  blood  urea  nitrogen. 
The  problems  of  water  and  electrolyte  depletion  re- 
quiring better  understanding  and  increased  manage- 
ment considerations  by  the  physician  will  be  reviewed. 

Early  Recognition  of  Rheumatoid  Arthritis — David  L. 
Berens,  M.D.,  L.  Maxwell  Lockie,  M.D.,  Bernard  M. 
Norcross,  M.D.,  and  Ru-Kan-Lin,  M.D.,  Buffalo,  New 
York 

Routine  studies  of  hands,  wrists  and  feet  were 
done  on  fine-grain  film  during  a six  year  period.  Char- 
acteristic radiographic  findings  are  often  present  in 
symptomatic  joints  which  can  contribute  to  the  early 
recognition.  Detailed,  illustrated  descriptions  of  these 
changes  are  correlated  with  the  clinical,  laboratory 
and  pathologic  findings.  Management  of  the  early 
case  is  discussed. 

Percutaneous  198Au  Grain  Implantation  and  Computer 
Dosimetry— Yung  H.  Son,  M.D.,  and  Jack  Wakley, 
B.Sc.,  University  of  Virginia,  School  of  Medicine, 
Charlottesville. 

Percutaneous  1!SAu  grain  implantation  with  a jog 
in  tumors  of  head,  neck  and  others.  Computerized 
calculation  of  multipoint  dose  rales. 

Intravenous  and  Selective  Radioisotope  Vascular 
Studies.  °°mIc-PERTECHNETATE-GAMMA  Camera  Dy- 
namics— Richard  A.  Wetzel,  M.D.,  Paul  R.  Tegen, 
R.T.-N.M,  and  William  J.  Wilson,  M.D.,  University 
of  Radiology,  Charlottesville. 

Short  lived  radioisotopes  and  fixed  image  devices 
with  rapid  recording  capability  have  brought  about  a 
new  dimension  in  clinical  radioisotope  diagnostic  tech- 
niques. This  new  dimension  is  the  radioisotope  dy- 
namic study.  After  rapid  intravenous  or  selective  in- 
jection of  a short  lived  radioisotopes  such  as  "mIc 
pertechnctate  vascular  patterns  may  be  obtained  on 
Polaroid  3000  film  pack.  Three  physical  features  of 
0°m/c  pertechnetate  combine. 

Stereotactic  Thrombosis  of  Intracranial  Aneurysms — 


John  F.  Alksne,  M.D.,  Medical  College  of  Virginia, 
Richmond. 

The  exhibit  demonstrates  a new  technique  for  the 
repair  of  ruptured  intracranial  aneurysms.  Utilizing 
a magnetic  probe  iron  powder  is  injected  into  the 
aneurysm  to  produce  thrombosis.  The  results  of  18 
initial  cases  are  summarized. 

Anorexia  Nervosa  and  Children — Douglas  F.  Powers, 
M.D.,  Medical  College  of  Virginia  and  Virginia 
Treatment  Center  for  Children,  Richmond. 

Three  panels  will  outline  the  salient  features  of  the 
disease  and  a portable  closed  circuit  TV  will  show 
interviews  with  children  with  anorexia  nervosa. 

The  Occult  Cervical  Spine  Injury — Bernard  A.  Lublin, 
M.D.,  and  Stanley  M.  Elmore,  M.D.,  Medical  College 
of  Virginia,  Richmond. 

This  exhibit  will  present  brief  histories  and  x-rays 
of  patients  with  cervical  spine  injury  which  was  not 
apparent  on  initial  x-ray.  There  will  be  paired  sets  of 
films.  The  viewer  will  be  asked  to  try  to  locate  the 
site  of  occult  injury  on  initial  films.  Accompanying 
these  will  be  the  definitive  x-rays  showing  the  nature 
of  the  injury  and  a discussion  of  the  diagnostic 
studies. 

Respiratory  Distress  in  Infancy — Jon  B.  Tingelstad, 
M.D.,  H.  Page  Mauck,  Jr.,  M.D,  Carolyn  M.  McCue, 
M.D.,  and  David  A.  Draper,  M.D.,  Medical  College 
of  Virginia,  Richmond. 

This  exhibit  is  designed  to  assist  the  physician  in 
the  recognition,  evaluation  and  management  of  infants 
with  respiratory  distress  or  alveolar  hypoventilation. 
A movie  film  strip  will  demonstrate  an  infant  with 
the  typical  physical  findings.  The  second  panel  con- 
cerns the  laboratory  evaluation  of  these  patients  with 
special  emphasis  on  arterial  blood  pH,  pCOt  and  pOt. 
The  final  portion  deals  with  the  management  of  such 
infants.  Acid-base  abnormalities  including  respiratory 
acidosis,  mixed  respiratory  and  metabolic  acidosis 
and  hy poxemia  will  be  defined  and  appropriate  ther- 
apy will  be  described  in  detail. 


TECHNICAL  EXHIBITS 


Technical  Exhibits  will  be  located  in  Peacock  Alley  and 
the  Shenandoah  Room.  To  date  the  following  have  re- 
served space. 

ABBOTT  LABORATORIES,  North  Chicago,  Illinois 

APACHE  CORPORATION,  Minneapolis,  Minnesota 

ARNAR-STONE  LABORATORIES,  INC.,  Mount  Pros- 
pect, Illinois 

AYERST  LABORATORIES,  New  York,  New  York 

BURROUGHS  WELLCOME  & COMPANY,  INC.,  Tuck- 
ahoe,  New  York 

CIBA  PHARMACEUTICAL  PRODUCTS,  Summit,  New 
Jersey 


THE  COCA-COLA  COMPANY,  Atlanta,  Georgia,  and 
Roanoke,  Virginia 

DAVID  A.  DYER  INSURANCE  AGENCY,  Roanoke, 
Virginia 

ENCYCLOPAEDIA  BRITANNICA,  Chicago,  Illinois 

GEIGY  PHARMACEUTICALS,  Ardsley,  New  York 

GENERAL  MEDICAL  CORPORATION,  Richmond, 
Virginia 

HERALD  PHARMACAL,  INC.,  Bedford,  Virginia 
ELI  LILLY  AND  COMPANY,  Indianapolis,  Indiana 
MEAD  JOHNSON  AND  COMPANY,  Evansville,  Ind. 
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MALLINCKRODT  PHARMACEUTICALS,  St.  Louis, 
Missouri 

MERCK  SHARP  & DOHME,  West  Point,  Pennsylvania 

ORTHO  PHARMACEUTICAL  CORPORATION,  Rari- 
tan, New  Jersey 

PEOPLES  DRUG  STORES,  Washington,  D.  C. 

PFIZER  LABORATORIES,  New  York,  New  York 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  Richmond, 
Virginia 

RETIREMENT  INCORPORATED,  Washington,  D.  C. 

R.  J.  REYNOLDS  TOBACCO  COMPANY,  Winston- 
Salem,  North  Carolina 

A.  H.  ROBINS  COMPANY,  INC.,  Richmond,  Virginia 

J.  B.  ROERIG  AND  COMPANY,  New  York,  New  York 

SANDOZ  PHARMACEUTICALS,  Hanover,  New  Jersey 

W.  B.  SAUNDERS  COMPANY,  Philadelphia,  Pennsyl- 
vania 

SCHERING  CORPORATION,  Union,  New  Jersey 


G.  D.  SEARLE  & COMPANY,  Chicago,  Illinois 

SMITH  KLINE  & FRENCH  LABORATORIES,  Phila- 
delphia, Pennsylvania 

SMITH,  MILLER  & PATCH,  INC.,  New  York,  New 
York 

SOUTHERN  MEDICAL  SUPPLY  COMPANY,  INC., 
Richmond,  Virginia 

E.  R.  SQUIBB  & SONS,  New  York,  New  York 

THE  STUART  COMPANY,  Pasadena,  California 

SYNTEX  LABORATORIES,  Palo  Alto,  California 

UNITED  MEDICAL  LABORATORIES,  INC.,  Portland, 
Oregon 

VIRGINIA  COLLECTORS  ASSOCIATION,  Newport 
News,  Virginia 

WINTHROP  LABORATORIES,  New  York,  New  York 

WARNER-CHILCOTT  LABORATORIES,  Morris  Plains, 
New  Jersey 

JOHN  E.  WOODWARD  ASSOCIATES,  Richmond, 
Virginia 


DELEGATES  TO  THE  1968  MEETING 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Where  no  name  is  listed  it  is  indicative  that  no  delegate 
or  alternate  was  reported  in  time  for  publication. 


Delegates 

Accomack 

Dr.  Walter  A.  Eskridge 

Albemarle 

Dr.  John  L.  Guerrant 
Dr.  W.  Copley  McLean 
Dr.  George  R.  Minor 
Dr.  A.  Page  Booker 
Dr.  Wm.  B.  Pollard,  Jr. 

Alexandria 

Dr.  James  M.  Moss 
Dr.  Thomas  L.  Lucas 
Dr.  F.  Preston  Titus 
Dr.  Wallace  E.  Baker 

Alleghany-Bath 


A Iternates 


Dr.  W.  McK.  Wallenborn 
Dr.  Shelton  J.  Horsley  III 
Dr.  Morton  C.  Wilhelm 
Dr.  Guy  M.  Harbert,  Jr. 
Dr.  Frank  E.  Taylor 


Dr.  H.  H.  Ferrell,  Jr. 

Dr.  William  J.  Weaver,  Jr. 
Dr.  Robert  H.  Anderson 


Delegates 

Amherst-Nelson 

Arlington 

Dr.  J.  O.  Romness 
Dr.  William  D.  Dolan 
Dr.  Michael  A.  Puzak 
Dr.  Gerald  J.  Fisher 

Augusta 

Dr.  Thomas  L.  Gorsuch 

Bedford 

Botetourt 

Buchanan-Dickenson 

Dr.  Ralph  W.  Hess 
Dr.  J.  P.  Sutherland 


Alternates 


Dr.  Robert  E.  Byrne 
Dr.  Henry  L.  Bastien 
Dr.  Robert  H.  Gruver 
Dr.  Timothy  L.  Kelly,  Jr. 


Dr.  B.  D.  Berry 
Dr.  J.  C.  Moore 


Dr.  George  E.  Broman,  Jr. 
Dr.  Harry  G.  Kennedy,  Jr. 


Dr.  Charles  F.  Ballou  III 
Dr.  Louis  A.  Houff 
Dr.  Edward  Bowles,  Jr. 
Dr.  Walter  E.  Vermilya 
Dr.  William  J.  Ellis 


Dr.  James  P.  Harnsberger 
Dr.  Donald  S.  Myers 
Dr.  William  P.  Fletcher 
Dr.  Ottao  A.  Santos 
Dr.  William  W.  Harris,  Jr. 


Charlotte 


Culpeper 


Dr.  Robert  L.  Cassidy 
Dr.  O.  Kyle  Burnette 
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Delegates 

Danville-Pittsyl  vania 

Dr.  Baxter  H.  Byerly 
Dr.  Ralph  Landes 

Fairfax 

Dr.  C.  Barrie  Cook 
Dr.  John  E.  Prominski 
Dr.  William  J.  Reardon 
Dr.  Nelson  M.  Tart 
Dr.  Donald  S.  Thorn 

Fauquier 

Dr.  James  B.  Hutt,  Jr. 

Floyd 

Dr.  F.  Clyde  Bedsaul 

Fourth  District 

Dr.  James  T.  O’Neal 
Dr.  Albert  A.  Fratrick 
Dr.  Earle  M.  Bane 
Dr.  Robert  S.  Smith 
Dr.  James  A.  Kirkland 
Dr.  E.  D.  Baugh,  Jr. 

Dr.  William  A.  Shelton 
Dr.  Charles  W.  Scott 
Dr.  Anthony  J.  Munoz 
Dr.  Robert  W.  Bradley 
Dr.  Kasper  Kaufman 
Dr.  Nelson  M.  Smith 
Dr.  Stanley  C.  Boyce 

Fredericksburg 

Halifax 

Dr.  Denys  F.  Sheriff 

Hampton 

Dr.  Richard  F.  Clark 
Hanover 

Dr.  Wayne  S.  Hume 

James  River 

Dr.  W.  A.  Pennington 
Dr.  J.  H.  Yeatman 
Dr.  Russell  Snead 

Lee 

Dr.  G.  B.  Setzler 
Loudoun 


Alternates 


Dr.  Glenn  B.  Updike 
Dr.  Girard  Thompson,  Sr. 


Dr.  William  L.  Bekenstein 
Dr.  Rolf  A.  Koehler 
Dr.  Alan  Mackintosh 
Dr.  John  O.  Martin 
Dr.  Thomas  M.  Wright 


Dr.  James  L.  Dellinger 


Dr.  James  L.  Hamner 
Dr.  John  A.  Mathews 
Dr.  William  B.  Bishop 
Dr.  Charles  C.  Ashby 
Dr.  Peter  W.  Squire 
Dr.  Lewis  W.  Bridgforth 
Dr.  Robert  D.  Keeling 
Dr.  James  S.  Harris 
Dr.  William  P.  Terry 
Dr.  Maurice  S.  Rosenberg 
Dr.  Walker  P.  Youngblood 
Dr.  Louis  E.  Richard 
Dr.  C.  Patrick  Lewis 


Dr.  W.  J.  Hagood,  Jr. 


Dr.  Ted  C.  Staples 


Dr.  Garland  Dyches 
Dr.  A.  C.  Whitley 


Dr.  T.  S.  Ely 


Delegates 

Louisa 

Lynchburg 

Dr.  Frank  N.  Buck,  Jr. 
Dr.  William  H.  Barney 


Mid-Tidewater 

Dr.  C.  A.  Broaddus 
Dr.  William  H.  Hosfield 
Dr.  Harold  W.  Felton 
Dr.  Thomas  E.  Smith 
Dr.  Herbert  L.  Shinn 
Dr.  Shirley  C.  Olsson 


Newport  News 

Dr.  S.  H.  Mirmelstein 
Dr.  Paul  Hogg 
Dr.  D.  J.  Cracovaner 
Dr.  E.  B.  Mewborne 

Norfolk 


Northern  Neck 
Northern  Virginia 


Orange 

Dr.  J.  Garnett  Bruce,  Jr. 

Patrick-Henry 

Dr.  Bate  C.  Toms,  Jr. 
Dr.  William  D.  Lewis 
Dr.  Samuel  P.  Massie 


Alternates 


Dr.  S.  M.  Bouton,  Jr. 

Dr.  E.  A.  Hansbarger,  Jr. 
Dr.  G.  Edward  Calvert 


Dr.  Paul  C.  Pearson 
Dr.  A.  W.  Lewis,  Jr. 
Dr.  A.  L.  Van  Name 
Dr.  William  B.  Brown 
Dr.  S.  H.  Ransone 
Dr.  M.  H.  Harris 
Dr.  Douglas  Andrews 
Dr.  Niels  H.  Oster 


Dr.  W.  H.  Sipe 
Dr.  H.  L.  Williams 
Dr.  Q.  J.  Legg 
Dr.  W.  H.  Kretz 


Dr.  Fred  T.  Renick 
Dr.  D.  R.  Holsinger 
Dr.  R.  E.  Herring,  Jr. 


Dr.  C.  N.  VanHorn,  Jr. 
Dr.  Robert  J.  Faulconer 
Dr.  James  W.  Creef 
Dr.  Vernon  L.  Cofer,  Jr. 
Dr.  T.  Winston  Gouldin 
Dr.  R.  Bryan  Grinnan,  Jr. 
Dr.  C.  E.  Davis,  Jr. 


Dr.  G.  H.  M.  Rector 
Dr.  Charles  T.  Devine,  Jr. 
Dr.  R.  B.  Henry,  Jr. 

Dr.  Fred  T.  Given 
Dr.  Edward  D.  Levy 
Dr.  F.  N.  Bilisoly  III 
Dr.  Robert  K.  Maddock 


Northampton 

Dr.  Otis  W.  Doss,  Jr. 


Dr.  John  R.  Mapp 


Dr.  Wm.  B.  Crawford,  Jr 
Dr.  James  R.  Holsinger 
Dr.  D.  H.  McNeill,  Jr. 

Dr.  George  H.  Smith 
Dr.  John  P.  Snead,  Jr. 

Dr.  James  R.  York 


Dr.  Harold  W.  Miller,  Jr. 
Dr.  M.  J.  W.  White 
Dr.  Elizabeth  B.  Sherman 
Dr.  John  C.  Hortenstine 
Dr.  C.  L.  Riley 
Dr.  T.  Carroll  Iden 
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Alternates 


Delegates 


Alternates 


Delegates 

Portsmouth 

Dr.  L.  L.  Davis,  J r. 

Dr.  A.  A.  Kirk 

Prince  William 

Dr.  Alvin  E.  Conner 

Richmond 

Dr.  Earnest  B.  Carpenter 
Dr.  Richard  A.  Michaux 
Dr.  Wm.  H.  Harris,  Jr. 
Dr.  Ernest  P.  Buxton,  Jr. 
Dr.  Richard  W.  Dodd 
Dr.  Wm.  H.  Higgins,  Jr. 
Dr.  Emmett  C.  Mathews 
Dr.  William  M.  Eagles 
Dr.  Fleming  W.  Gill 
Dr.  Robert  K.  Duley 
Dr.  Robert  0.  Hudgens 
Dr.  David  L.  Litchfield 
Dr.  John  Edgar  Stevens 
Dr.  Clarry  C.  Trice 

Roanoke 

Dr.  Richard  H.  Fisher 
Dr.  George  S.  Hurt 
Dr.  Frederick  M.  Jacobs 
Dr.  Robert  L.  A.  Keeley 
Dr.  John  A.  Martin 
Dr.  Charles  A.  Young,  Jr. 

Rockbridge 


Dr.  Richard  N.  Baylor 
Dr.  Rex  Blankinship 
Dr.  Frank  M.  Blanton 
Dr.  Barrington  H.  Bowser 
Dr.  Albert  M.  Edmonds 
Dr.  William  M.  Oppenheimer 
Dr.  Harold  Goodman 
Dr.  John  Edward  Hill 
Dr.  E.  Claiborne  Irby 
Dr.  Frank  R.  Kelly,  Jr. 

Dr.  Russell  G.  McAllister 
Dr.  Duncan  S.  Owen,  Jr. 

Dr.  Frederick  J.  Spencer 


Dr.  G.  G.  Gooch  III 
Dr.  Michael  J.  Moore 
Dr.  W.  Conrad  Stone 
Dr.  P.  A.  Wallenborn,  Jr. 
Dr.  Philip  C.  Trout 
Dr.  A.  L.  Wolfe 


Scott 

Dr.  Bruce  R.  Adkins 
Southwestern 


Tri-County 

Dr.  Gordon  G.  Birdsong 
Dr.  Barney  F.  Jamison 
Dr.  Philip  R.  Thomas 
Dr.  William  H.  Rogers 
Dr.  Jorge  A.  Naranjo 

Virginia  Beach 

Dr.  James  P.  Charlton 
Dr.  K.  K.  Wallace,  Jr. 

Williamsburg-James  City 

Dr.  Hugh  G.  Stokes 
Dr.  Joseph  D.  Brown  III 

Wise 


Dr.  G.  C.  Honeycutt,  Jr. 


Dr.  Irwin  H.  McNeely 
Dr.  Desmond  Longford 
Dr.  Edward  C.  Joyner 
Dr.  D.  C.  Williams 


Dr.  George  J.  Oliver,  Jr. 
Dr.  Baxter  I.  Bell,  Jr. 


Rockingham 
Russell 


Dr.  Garrett  Dalton 
Dr.  William  F.  McGuire 
Dr.  Lester  E.  Dunman 
Dr.  George  B.  Kegley 
Dr.  Walter  S.  Barton 
Dr.  O.  O.  Smith,  J r. 

Dr.  Joseph  H.  Early,  Jr. 
Dr.  Julian  L.  Givens 
Dr.  Walter  J.  Stanford 
Dr.  William  M.  Gammon 
Dr.  C.  F.  Johnston,  Jr. 

Tazewell 

Dr.  Robert  A.  Abernathy 


Dr.  James  H.  Smith 
Dr.  Blake  Fawcett 
Dr.  W.  W.  Walton 
Dr.  Maury  C.  Newton,  Jr. 
Dr.  C.  D.  Moore,  Jr. 

Dr.  Paul  C.  Hendrix 
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REPORTS  FOR  1968  ANNUAL  MEETING 


Executive  Secretary-Treasurer 

If  one  were  asked  to  select  the  one  word  which  best 
describes  the  past  twelve  months  as  far  as  The  Medical 
Society  of  Virginia  is  concerned — that  word  could  only 
be  “involvement”. 

Perhaps  it  was  providence — or  perhaps  just  the  way 
the  cards  fell — but  regardless  of  how  it  happened,  the 
House  of  Delegates  once  again  came  up  with  the  right 
man  at  the  right  time  when  it  chose  Dr.  Thomas  W.  Mur- 
rell, Jr.,  for  President  during  1967-1968.  It  was  Dr.  Mur- 
rell’s awareness  of  the  rapid  changes  taking  place  about 
us  which  led  him  to  insist  that  the  Society  involve  itself 
in  the  numerous  and  massive  planning  programs  which 
continue  to  grow  in  number.  He  realized  that  it  was 
absolutely  imperative  for  medicine  to  exercise  leadership 
if  it  intended  to  shape  the  future  course  of  medical  care 
in  this  country — and  thereby  preserve  its  basic  freedoms. 

Many  of  the  Committee  reports  which  follow  will  pro- 
vide evidence  of  how  the  Society  became  involved,  but 
it  seems  only  proper  that  we  mention  just  a few  examples. 

Everyone  recognizes  the  importance  and  far-reaching 
implications  of  the  Regional  Medical  Program — better 
known  to  most  of  us  as  Heart-Cancer-Stroke.  This  is  a 
program  which  fairly  cries  out  for  guidance  by  the  medi- 
cal profession  and,  through  the  efforts  of  your  President, 
the  Society’s  Heart-Cancer-Stroke  Committee  has  been 
designated  as  the  all  important  Projects  Review  Commit- 
tee of  our  Virginia  Regional  Medical  Program.  As  this 
report  goes  to  press,  the  Committee  has  already  held  two 
work  sessions  and  the  membership  can  be  sure  that  the 
Virginia  program  will  be  as  practical  as  dedicated  men 
can  make  it. 

The  relatively  new  “Partnership  For  Health”  Act  has 
made  “Comprehensive  Health  Planning”  the  subject  of 
the  day.  Physicians  and  other  responsible  citizens  are 
just  beginning  to  realize  that  this  might  well  be  the  most 
massive  and  far-reaching  health  care  program  ever  to 
emerge  from  the  halls  of  Congress.  Your  President  sensed 
this  sooner  than  most  and,  through  strong  leadership,  has 
made  certain  that  The  Medical  Society  of  Virginia  is 
“involved”  to  the  extent  that  its  voice  will  be  heard  and 
advice  sought  when  important  policy  decisions  are  made. 
Comprehensive  Health  Planning  in  Virginia  will  be  offi- 
cially administered  by  the  Department  of  Health  and  we 
have  already  received  evidence  of  the  desire  of  Dr.  Shan- 
holtz  and  his  staff  to  work  with  the  profession  just  as 
closely  as  possible.  We  note  with  considerable  pleasure 
that  Dr.  William  Grossmann  has  been  appointed  Chair- 
man of  the  Advisory  Council  on  Comprehensive  Health 
Planning  in  this  State. 

Your  Society  has,  for  some  time,  had  a Liaison  Com- 
mittee to  the  Virginia  Hospital  Association  and  quarterly 
meetings  have  been  held  over  the  past  two  years  with  a 
similar  committee  from  that  organization.  Out  of  these 
joint  meetings  have  come  plans  for  a jointly  sponsored 


conference  on  Comprehensive  Health  Planning  at  an 
appropriate  time  in  the  not  too  distant  future. 

The  activities  of  the  Committee  on  Medical  Education 
also  provide  an  excellent  example  of  “involvement”.  This 
Committee  has  met  on  three  occasions  with  representatives 
of  our  two  medical  schools  and  discussed  at  considerable 
length  the  future  health  care  needs  of  Virginia.  The 
physician  shortage  was  discussed  in  detail  and  from  the 
meetings  came  an  approval  of  Dr.  Murrell’s  proposal  to 
conduct  a comprehensive  survey  of  the  over-all  medical 
care  situation  in  the  State.  A formal  proposal,  approved 
by  the  Committee  and  the  Council,  is  now  in  the  hands 
of  the  Department  of  Health,  Education  and  Welfare. 

There  are,  of  course,  other  examples  of  Society  “in- 
volvement”, but  the  important  thing,  from  the  standpoint 
of  this  report,  is  to  emphasize  the  absolute  necessity  of 
every  physician  becoming  interested,  knowledgeable,  con- 
cerned and  then  actively  involved  in  the  planning  going 
on  all  about  us. 

Now,  let  us  look  briefly  at  the  Society  and  how  it  stands 
at  the  close  of  another  eventful  year. 

Finances : The  Medical  Society  of  Virginia  continues 
to  operate  on  a sound  financial  basis.  Our  reserves  are 
adequate  and  in  keeping  with  recommended  sound  busi- 
ness practice.  Expenditures  are,  for  the  most  part,  within 
budget  limits.  Your  staff  admittedly  maintains  a firm 
rein  where  the  Society’s  pocketbook  is  concerned  and 
sometimes  can  be  accused  of  cutting  a few  corners  unnec- 
essarily close.  But — we  have  grown  used  to  the  sight  of 
“black”  ink  and  would  have  it  no  other  way. 

Personnel:  There  have  been  no  personnel  changes  dur- 
ing the  past  year.  This,  in  itself,  is  a sign  of  harmony 
and  teamwork — two  factors  which,  combined  with  ex- 
perience, make  for  a truly  effective  staff.  Your  Executive 
Secretary  would  take  this  opportunity  to  again  express  his 
appreciation  of  the  loyal  cooperation  he  has  received 
throughout  the  year  from  Miss  Watkins,  Mrs.  Edmunds, 
Mrs.  Stockmar,  Mrs.  Hurt  and  Mr.  Moore. 

Membership:  We  are  very  pleased  to  report  that  172 
new  members  were  added  to  Society  rolls  during  the  year. 
Our  net  gain  was  87 — also  an  encouraging  figure. 

There  still  remains,  however,  much  to  be  done  on  the 
membership  front.  As  a part  of  our  continuing  effort  to 
bring  new  members  into  the  fold,  we  wrote  285  personal 
letters  of  invitation  during  the  year.  Thus  far,  55  of  those 
written  have  accepted.  We  will  keep  trying,  of  course, 
and  some  day  hope  to  achieve  our  goal  of  having  as  our 
members  all  eligible  physicians.  Membership  facts  and 
figures  follow  in  detail: 

July  21,  1967  3,432 

New  172 

Reinstated  6 


Increase 


178 
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Deaths  40 

Resignations  17 

Dropped  34 


Decrease 


91 


Net  Increase  87 


July  31,  1968  3,519 

Virginia  Medical  Monthly:  The  official  publication  of 
The  Medical  Society  of  Virginia  continues — month  after 
month — to  maintain  its  place  at  the  very  top  of  the  pile 
where  state  society  journals  are  concerned.  Your  Man- 
aging Editor,  Miss  E.  Spencer  Watkins,  is,  more  than 
any  other,  responsible  for  this  high  rating.  While  she 
is  anxious  to  bring  the  membership  a large  readable  pub- 
lication, she  never  wavers  in  her  insistence  that  quality 
come  first. 

Dr.  Warthen  continues  to  display  an  uncanny  knack 
for  turning  the  spotlight  on  the  right  subject  at  just  the 
right  time.  The  effectiveness  of  his  editorials  is  revealed 
in  the  number  of  letters  received  from  other  than  mem- 
bers of  the  Society.  Really — they  come  in  from  every- 
where. 

We  wish  very  much  that  we  could  report  an  increase 
in  advertising  volume  during  the  year,  but  such  is  not 
to  be.  Pharmaceutical  advertising  has  fluctuated  consid- 
erably during  the  past  few  years  and  has  posed  quite  a 
problem  for  all  state  medical  society  journals.  Then,  too, 
printing  and  mailing  costs  continue  to  increase — further 
compounding  the  problem.  Regardless,  however,  we  fully 
expect  the  Monthly  to  operate  within  acceptable  financial 
limits. 

Council:  Three  meetings  of  Council  were  held  during 
the  year — one  more  than  usual.  A special  meeting  was 
called  on  April  28  in  order  to  consider,  among  other 
things,  the  final  draft  of  the  proposed  survey  of  health 
services  in  Virginia.  Detailed  minutes  of  the  February 
and  April  meetings  have  already  been  published  in  the 
Virginia  Medical  Monthly  and  those  of  the  September 
session  will  be  published  in  the  December  issue. 

Meetings:  Your  Society  was  well  represented  at  a 
number  of  local,  state,  regional  and  national  meetings 
during  the  past  twelve  months.  The  following  partial  list 
of  meetings  attended  by  Society  representatives  will  show 
just  how  busy  many  of  our  officers  and  Committee  Chair- 
men actually  were:  Two  sessions  of  the  AMA  House  of 
Delegates,  AMA-PR  Institute,  AMA  County  Medical 
Society  Officers  Conference,  AMA  Conference  of  State 
Mental  Health  Committee  Chairmen,  Virginia  4-H  Club 
Awards  ceremony,  National  AMPAC  Workshop,  Annual 
Meeting  of  Virginia  State  Dental  Association,  Annual 
Meeting  of  Virginia  Pharmaceutical  Association,  Annual 
Meeting  of  Virginia  Association  of  Medical  Assistants, 
Conference  sponsored  by  State  Journal  Advertising  Bu- 
reau, Annual  Meeting  of  Professional  Convention  Man- 
agement Association,  AMA  Regional  Legislative  Confer- 
ence, Conference  of  Presidents  and  Other  Officers  of  State 
Medical  Associations,  Annual  Meeting  of  the  Virginia 
Council  on  Health  and  Medical  Care,  National  Confer- 


ence on  Nursing  sponsored  by  AMA,  Conference  on  Fu- 
ture Patterns  of  Health  Care  sponsored  by  the  Governor’s 
Committee  on  Nursing,  and  an  AMA  Conference  on 
Medical  Economics. 

Your  President  visited  a number  of  component  societies 
during  the  year  and  also  consulted  with  several  State 
and  Federal  officials  for  the  purpose  of  working  out  de- 
tails for  the  proposed  health  survey. 

Committees:  Forty-one  committees  were  active  during 
the  year  and  fifteen  meetings  were  held  at  Society  head- 
quarters. We  only  hope  that  more  and  more  committees 
will  take  advantage  of  our  excellent  facilities.  Although 
many  committees  have  much  of  interest  to  report,  we 
would  like  to  call  attention  to  the  excellent  work  com- 
pleted by  the  Special  Committee  on  Pharmacy.  Through 
its  efforts,  and  with  the  cooperation  of  the  Virginia  Phar- 
maceutical Association,  State  Board  of  Pharmacy  and 
State  Board  of  Medical  Examiners,  the  General  Assembly 
enacted  legislation  which  we  hope  will  effectively  solve 
the  dispensing  problem  for  years  to  come. 

Last  year  we  reported  that  a Keogh  qualified  retire- 
ment program  would  quite  probably  be  available  to  the 
membership  by  January  1.  We  can  now  confirm  the  fact 
that  a plan  is  operational  and  doing  extremely  well.  We 
can  also  tell  you  that  your  Insurance  Committee  has  nego- 
tiated a fine  group  life  program  which  has  been  approved 
by  Council  and  should  be  “ready  to  go”  just  about  any 
time.  Watch  your  mail  for  detailed  information. 


Each  week  throughout  the  year  your  State  office  receives 
between  20-30  requests  from  individual  members  for  spe- 
cial personal  services.  This  please  us  very  much  since 
it  provides  a measure  of  the  Society’s  value  to  the  mem- 
bership. We  would  be  even  more  pleased,  however,  if  we 
were  to  receive  a request  from  you!  Think  about  it — 
how  can  your  Society  be  of  assistance?  It  just  might 
surprise  you  the  things  your  State  office  staff  can  really 
do.  After  all,  you  are  our  reason  for  being  where  we  are. 

So — become  “involved” — not  only  in  the  planning  pro- 
grams going  on  about  you — but  also  in  your  Society.  If 
it  isn’t  operating  the  way  you  think  it  should — speak  out 
and  let  us  know.  We  are  quite  serious  when  we  say  we 
would  welcome  a visit  and  an  opportunity  to  show  you 
around  the  headquarters  building  and  discuss  our  work — 
and  services — in  detail.  Won’t  you  come? 

Robert  I.  Howard 
Executive  Secretary-Treasurer 


AMA  Delegates 

The  1968  Annual  Meeting  of  the  American  Medical 
Association  was  held  in  San  Francisco  from  June  16-20 
and  The  Medical  Society  of  Virginia  was  represented  by 
all  three  of  its  Delegates  and  two  of  its  Alternate  Dele- 
gates. 

The  House  was  in  session  for  almost  fourteen  hours, 
during  which  it  considered  143  items  of  business,  includ- 
ing 84  resolutions.  We  will  only  attempt  to  report  a few 
of  the  more  interesting  and  important  actions. 
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Health  Care  Costs  and  Financing 

A report  of  the  Committee  on  Health  Care  Financing, 
transmitted  by  the  Board,  was  accepted  for  information. 
It  included  background  on  the  committee’s  findings  and 
set  these  directions  for  the  future: 

“Adequate  health  care  should  be  available  to  all  who 
need  it.  Recent  scientific  advances  have  served  to  vastly 
increase  the  demand  for  medical  services  and  to  increase 
health  care  expenditures.  Methods  of  financing  health  care 
must  aid  all  individuals  to  achieve  the  health  services 
they  need.  Voluntary  programs  to  finance  the  cost  of 
health  services  must  accommodate  to  continuing  changes 
and  growth.” 

Proposals  under  study  by  the  committee  include  a com- 
munity fiscal  agency  for  health  services,  “not  as  a com- 
petitor for  existing  health  insurance  plans,  but  to  com- 
plement those  efforts  and  stimulate  greater  achievement”; 
and  “income  tax  credits  for  the  premiums  paid  for  ade- 
quate health  insurance  ...  an  effective  and  feasible 
method  of  encouraging  maximal  participation  in  voluntary 
comprehensive  health  insurance  programs.” 

A resolution  was  adopted  that  “the  principle  of  gradu- 
ated income  tax  credits  for  premiums  paid  for  adequate 
health  insurance  be  adopted  as  approved  policy  of  the 
AMA." 

Another  adopted  resolution  urged  all  state  and  local 
societies  “to  act  swiftly  and  firmly  in  all  instances  of 
known  exploitation  and  excessive  charges  for  health  care 
that  may  occur  in  their  jurisdictions.” 

Legislation  and  Relationship  with  Government 

Regarding  comprehensive  health  planning,  the  House 
adopted  a Board  report  recommending  that  “the  House 
of  Delegates  urge  those  states  which  have  not  held  in- 
formational conferences  on  the  subject  to  conduct  orien- 
tation conferences  in  order  to  reach  a greater  number  of 
leaders  at  the  local  level.  The  report  pointed  out  that 
“The  Department  of  Hospitals  and  Medical  Facilities  has 
mailed  periodically  to  each  state  medical  association 
packets  of  pertinent  references  on  PL  89-749  and  PL  89- 
239  . . . and  . . . the  Board  has  authorized  development 
of  a ‘Handbook  on  Prototypes  of  Community  Planning 
for  Health  Service’  based  in  part  on  field  surveys.” 

(Also  adopted  was  a Council  on  Medical  Service  report 
on  comprehensive  health  planning  which  recommends  that 
“The  AMA  and  the  constituent  and  component  societies 
give  unstinted,  diligent  attention  to  the  process  of  com- 
prehensive health  planning  which,  at  present,  places  pri- 
ority on  local  initiative  and  decision-making,  and  that  the 
AMA  at  all  levels  endeavor  to  assure  through  all  ap- 
propriate means,  a system  of  checks  and  balances  so  that 
state  and  area  planning  agencies  are  not  given  authority 
to  subordinate  local  planning  efforts  and  dictate  local 
decisions  on  health  planning.” 

Two  resolutions  concerning  comprehensive  planning 
were  combined  to  state  the  House’s  will  that  “medical 
societies  encourage  the  organization  of  local  health  plan- 
ning councils  without  the  assistance  of  HEW  grants.” 

The  House  also  expressed  its  will  that  “The  society 
should  use  some  mechanism  such  as  a nonprofit  corporation 
or  other  entity,  separate  from  the  society  itself  and  served 
by  an  independent  administrative  staff,  where  possible, 


to  avoid  direct  operational  involvement  of  the  medical  so- 
ciety as  a body.” 

A Council  on  Medical  Service  report  adopted  by  the 
House  pointed  out,  “There  are  no  easy,  black-or-white 
solutions  to  this  dilemma.  With  government  increasingly 
involved  in  research  and  experiment  in  the  delivery  of 
health  services  and  payment  for  care,  we  cannot  ignore 
government  programs.  On  the  other  hand,  the  multi- 
plicity of  programs  and  approaches  at  the  national,  state 
and  local  level  precludes  blanket  endorsement  of  any  given 
level  of  involvement.  The  Council  therefore  recommends 
that  this  House  make  it  clear  that  medical  societies  may, 
after  mature  consideration,  legitimately  take  part  in  such 
programs  . . . and  that  it  should  trust  to  the  good  sense 
of  the  individual  state  and  county  societies  to  recognize 
the  serious  import  and  the  need  for  careful  study  before 
deciding  on  such  a step.” 

Group  Practice 

Three  resolutions  were  introduced  objecting  to  the  gov- 
ernment’s support  of  group  practice,  particularly  the  pre- 
payment type.  They  were  combined  into  one  substitute, 
“Resolved,  that  the  AMA  continue  to  espouse  the  private, 
fee-for-service  practice  of  medicine;  and  be  it  further 
resolved  that  the  AMA  strongly  disapproves  of  the  pro- 
vision of  funds  by  the  federal  government  for  subsidizing 
any  one  form  of  organization  of  medical  practice.” 

In  that  connection,  the  House  referred  to  the  Board  a 
resolution  that  the  Board  set  up  “a  national  forum  on 
the  solo  practice  of  medicine  for  the  purpose  of  examining 
the  need  for  this  type  of  physician  care,  public  preference 
between  solo  and  group  practice  and  how  solo  practice 
should  be  encouraged.” 

Manpower 

In  response  to  a report  from  the  Board,  a Council  on 
Health  Manpower  was  created  by  the  House  to  assume 
the  functions  and  responsibilities  of  the  former  Commit- 
tee on  Health  Manpower  and  the  former  Commission  on 
Relationships  between  Medicine  and  Allied  Health  Pro- 
fessions and  Services. 

The  House  approved  a Board  report  reviewing  studies 
of  the  status  of  foreign  medical  graduates  in  the  United 
States  and  directing  the  new  Council  on  Health  Man- 
power to  take  the  steps  necessary  to  complete  plans  for 
the  organization  and  financial  support  of  a commission, 
to  be  established  outside  of  government,  to  coordinate  fully 
all  of  the  issues  and  activities  involving  FMG’s. 

Osteopathy 

With  respect  to  relationships  and  negotiations  between 
the  AMA  and  the  osteopaths,  the  House  accepted  for  in- 
formation a Board  report  which  stated,  “In  the  absence 
of  cooperative  leadership  on  the  part  of  the  practicing 
osteopaths  and  osteopathic  educators,  accomplishments  by 
the  AMA  are  rendered  difficult.  Such  leadership  was 
forthcoming  in  California,  and  is  now  needed  elsewhere. 
When  this  osteopathic  leadership  is  developed,  the  AMA 
stands  ready  to  cooperate  to  its  utmost.” 

Medical  Education 

The  House  approved  a Board  report  urging  “that  the 
constituent  and  component  societies  of  the  Association 
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make  every  effort  to  insure  that  additional  financial  sup- 
port for  medical  schools  be  obtained  from  all  available 
sources.  The  Board  and  the  Council  (on  Medical  Edu- 
cation) further  urge  that  all  physicians  individually  rec- 
ognize their  debt  as  graduates  of  medical  schools  ...  by 
contributing  regularly  and  generously  to  the  financial  sup- 
port of  medical  schools  through  the  ‘Fund  for  Medical 
Schools’  project”  of  the  AMA-ERF  and  other  appropriate 
channels. 

Transplants 

A Judicial  Council  report  was  adopted  on  ‘‘Ethical 
Guidelines  for  Organ  Transplantation”.  One  of  several 
important  guidelines  was,  “When  a vital,  single  organ 
is  to  be  transplanted,  the  death  of  the  donor  shall  have 
beeen  determined  by  at  least  one  physician  other  than  the 
recipient’s  physician.  Death  shall  be  determined  by  the 
clinical  judgment  of  the  physician.  In  making  this  deter- 
mination, the  ethical  physician  will  use  all  available,  cur- 
rently accepted  scientific  tests.” 

Hospitals 

The  House  approved  a Board  report  stating  that  com- 
munication with  hospital  Boards  of  Trustees  has  been 
supplemented  by  increasing  the  circulation  of  the  AMA's 
publication  “Medical  Staff-in-Action”  to  include  physi- 
cian-hospital relationship  committees  of  state  and  local 
medical  societies  and  of  state  and  local  hospital  associa- 
tions. 

A resolution  was  adopted  that  “state  medical  associa- 
tions and  state  licensing  and  certifying  agencies  establish 
and  maintain  close  surveillance  of  the  certification  and 
accreditation  problems  of  small  hospitals,”  which  generally 
are  not  acceptable  for  Medicare  patients,  thereby  denying 
benefits  of  the  law  to  many  persons  among  the  rural  aged. 

Noting  that  new  Standards  for  Hospital  Accreditation 
are  under  way  by  the  JCAH,  the  House  resolved  that 
the  Board  “direct  the  AMA  Commissioners  of  the  JCAH 
to  arrange  for  the  tentative  draft  of  the  new  standards  to 
be  submitted  to  individual  state  associations  for  comment 
before  final  adoption.” 

The  House  again  urged  “that  adequate  representation 
of  the  medical  staff  on  the  voting  membership  of  the 
hospital’s  governing  body  is  the  most  effective  mechanism 
for  assuring  a working  communication,  provided  that  the 
physicians  serving  on  the  governing  board  be  nominated 
by  the  medical  staff  of  the  hospital.” 

Paramedical  Personnel 

Regarding  use  of  paramedical  personnel,  the  House 
recommended  to  the  JCAH,  AHA  and  its  state  and  local 
chapters  and  to  hospitals  and  other  related  facilities  “that 
the  practice  of  medicine  ...  be  preserved  as  the  respon- 
sibility of  the  physician  and  that  paramedical  personnel 
not  be  placed  in  the  position  of  practicing  medicine 
whether  by  consent,  design  or  contract”  and  recommended 
“to  the  state  and  county  medical  societies  and  hospital 
staffs  that  they  call  attention  to  the  dangers  of  contrac- 
tural  agreements  which  remove  the  services  of  para- 
medical personnel  from  the  supervision  of  the  physician.” 

Finances 

The  House  accepted  for  information  a Board  report 


concerning  “the  fiscal  uncertainties  which  lie  ahead”  for  the 
AMA.  It  is  anticipated,  the  report  said,  “that  a substan- 
tial increase  in  the  budget  of  the  AMA  will  be  necessary 
within  the  next  few  years  if  the  AMA  is  to  fulfill  its 
mission.  Major  items  such  as  the  cost  of  printing  and 
paper  are  rising  sharply  and  the  pressure  of  inflation 
has  greatly  increased  the  cost  of  providing  AMA’s  normal 
services.” 

The  report  pointed  out  that  the  Board  “is  not  recom- 
mending an  increase  in  dues  ...  at  this  time,  because  it 
wants  additional  information  regarding  various  matters 
affecting  our  financial  situation  before  reaching  such  a 
decision.” 

The  House  adopted  a resolution  urging  “positive  action 
to  encourage  reduction  of  the  expenditures  of  this  Asso- 
ciation” by  “requesting  the  Board  ...  to  continue  to  take 
action  to  reduce,  to  the  extent  possible,  the  extraneous 
activities  financed  in  whole  or  in  part  by  the  AMA”  at  all 
meetings  of  the  House,  councils,  committees  etc.,  and  re- 
questing the  Board  continue  “to  make  recommendations 
as  to  the  consolidation  or  even  abolishment  of  councils 
and  committees”  whose  reason  for  creation  may  no  longer 
exist. 

New  Officers 

Dr.  Dwight  L.  Wilbur,  San  Francisco,  succeeded  Dr. 
Milford  O.  Rouse  as  President.  Dr.  Gerald  D.  Dorman, 
New  York,  was  named  President-Elect. 

Named  to  the  Board  of  Trustees  were  Dr.  L.  O.  Simen- 
stad,  Wisconsin;  Dr.  Raymond  T.  Holden,  Washington, 
D.  C.;  Dr.  John  M.  Chenault,  Alabama;  and  Dr.  John 
R.  Kernodle,  North  Carolina. 

W.  Linwood  Ball,  M.D. 

Allen  Barker,  M.D. 

W.  Callier  Salley,  M.D. 

Membership 

The  Medical  Society  of  Virginia  continues  to  grow  and 
your  Committee  has  reason  to  believe  that  most  physicians 
coming  into  the  State  apply  for  membership  just  as  soon 
as  possible.  Our  new  high  of  3,514  (as  this  report  is  writ- 
ten) would  seem  to  provide  ample  evidence  of  this  fact. 

We  doubt  that  very  many  nonmembers  of  The  Medical 
Society  of  Virginia  ever  read  the  reports  of  our  Commit- 
tees. For  this  reason  we  will  not  delve  into  the  many 
advantages  of  membership.  We  do  hope,  however,  that  all 
members  will  join  in  the  continuing  effort  to  bring  all 
physicians  into  the  ranks  of  what  is  referred  to  as  “or- 
ganized medicine”.  There  is  an  old  saying  which  states 
that  there  is  “safety  in  numbers”.  But,  there  is  also 
strength  in  numbers  and  medicine  needs  strength  today 
as  never  before. 

It  is  the  privilege  of  your  Committee  to  nominate  our 
distinguished  President,  Dr.  Thomas  W.  Murrell,  Jr.,  for 
honorary  active  membership  in  The  Medical  Society  of 
Virginia.  His  able  leadership  over  the  past  twelve  months 
has  won  him  the  admiration  and  appreciation  of  all  Vir- 
ginia physicians. 

Richard  F.  Hawkins,  M.D. 

Andrew  Hargroves,  Jr.,  M.D. 

R.  Campbell  Manson,  M.D.,  Chairman 
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Ethics 

The  Ethics  Committee  of  The  Medical  Society  of  Vir- 
ginia has  enjoyed  a very  quiet  year.  Although  several 
inquiries  concerning  opinions  of  the  AMA  Judicial  Coun- 
cil were  received,  no  matters  of  sufficient  importance  to 
justify  a formal  meeting  of  the  Committee  were  brought 
to  our  attention. 

We  would  like,  however,  to  urge  all  physicians  to  ac- 
quaint themselves  with  the  Principles  of  Medical  Ethics 
of  the  American  Medical  Association.  These  Principles 
have  also  been  adopted  by  The  Medical  Society  of  Vir- 
ginia and  copies,  along  with  Opinions  and  Reports  of  the 
AMA  Judicial  Council,  may  be  obtained  from  our  Execu- 
tive Secretary. 

A.  L.  Van  Name,  M.D. 

Ashby  Coleman,  M.D. 

W.  T.  Thompson,  Jr.,  M.D.,  Chairman 

Publication 

Thanks  to  further  economies,  chiefly  involving  the 
printing  of  four  color  advertisement,  by  the  central  head- 
quarters, with  distribution  to  the  33  state  journals,  the 
Virginia  Medical  Monthly  finds  itself  less  than  $1000 
in  the  red  with  only  three  months  remaining  during  the 
current  year.  We  trust  that  this  deficit  will  be  cut  fur- 
ther before  the  year  is  over,  but  this  is  the  best  showing 
since  Senator  Kefauver’s  investigation  led  the  drug  com- 
panies to  curtail  advertising. 

A special  Norfolk  issue,  sponsored  by  Associate  Editor 
Charles  E.  Horton,  was  a welcome  feature  this  year.  We 
hope  other  cities  will  see  fit  to  do  the  same  (Roanoke, 
Charlottesville  and  Richmond  newspapers  please  copy). 
The  profound  and  wide  ranging  articles  by  Dr.  H.  La- 
mont  Pugh  have  added  much  to  the  editorial  pages.  Long 
may  he  continue. 

The  editor  wishes  to  thank  all  who  have  contributed 
to  the  journal  during  the  past  year. 

H.  J.  Warthen,  M.D.,  Chairman 

Public  Relations 

As  the  years  come  and  go,  we  never  cease  to  be  amazed 
at  the  constant  change  going  on  about  us.  Some  of  it  is 
good — some  not  so  good — and  some  downright  frighten- 
ing! But,  there  is  one  thing  which  doesn’t  change  and 
that  is  the  need  for  good  public  relations  on  the  part  of 
physicians,  their  assistants  and  their  allies. 

Actually,  the  need  for  a PR  minded  profession  is  great- 
er now  than  ever  before.  It  is  rather  sad  to  see  how  all 
too  many  physicians  have  thrown  in  the  proverbial  towel 
and  assumed  a very  lackadaisical  attitude  about  public 
relations  and  its  application  in  their  daily  practices.  If 
we  permit  ourselves  to  become  discouraged  over  recent 
events,  we  are  not  being  realistic.  Things  are  never  so 
bad  that  they  could  not  be  worse.  And — poor  public  rela- 
tions can  make  things  worse  in  a hurry!  So — take  the  ad- 
vice of  your  Committee  and  become  more  PR  conscious 
than  ever  before.  We  can  still  preserve  the  freedoms  of 
American  medicine  but  only  with  the  people  of  this  great 
nation  solidly  behind  us. 


During  the  past  year  your  Committee  once  again  con- 
centrated its  efforts  on  those  programs  and  projects  which 
have  proved  their  worth  over  the  past  several  years.  For 
example,  senior  medical  students  at  the  Medical  College 
of  Virginia  and  the  University  of  Virginia  School  of  Med- 
icine were  introduced  to  the  “organized”  side  of  medicine 
through  the  medium  of  very  successful  Senior  Day  Pro- 
grams. The  programs  were  held  at  Richmond’s  Executive 
Motor  Hotel  and  Charlottesville’s  Thomas  Jefferson  Inn 
and  featured  timely  comments  by  Dr.  Thomas  W.  Murrell, 
Jr.,  on  the  role  of  the  young  physician  in  his  community. 
Dr.  Murrell  stressed  the  importance  of  becoming  involved 
in  the  planning  going  on  all  about  us  and  pointed  out 
that  if  physicians  do  not  plan  and  chart  their  own  course, 
based  on  the  needs  of  the  day,  they  must  expect  govern- 
ment and  others  to  take  the  lead. 

The  Fourth  Annual  Conference  on  the  Medical  Aspects 
of  Sports  was  held  at  Charlottesville  in  July  and  a record 
turnout  of  team  physicians,  coaches  and  trainers  sat  in 
on  an  excellent  program  designed  especially  for  them. 
As  in  the  past,  the  Conference  was  presented  in  coopera- 
tion with  the  Virginia  High  School  League. 

The  Medical  Society  once  again  awarded  prizes  to 
winners  of  the  Virginia  4-H  Club  Health  Project  Com- 
petition. The  awards  ceremony  was  held  at  VPI  and  Dr. 
Emory  Irvin  was  on  hand  to  do  the  honors.  This  particu- 
lar project  represents  a solid  investment  in  the  future  of 
our  State  and  is  PR  at  its  best. 

The  annual  AMA  Public  Relations  Institute  was  held 
in  Chicago  in  August  and  your  Chairman  again  had  the 
good  fortune  to  attend.  It  really  is  too  bad  that  we  have 
never  been  successful  in  interesting  our  component  societies 
in  sending  representatives  to  this  Institute.  It  is  only  by 
having  someone  on  the  scene — someone  with  enthusiasm 
and  vision  that  a truly  effective  public  relations  program 
at  the  local  level  can  be  developed  and  implemented. 

It  seems  appropriate  that  we  give  long  overdue  credit 
to  the  many  mediation  committees  which  have  been  doing 
a splendid  public  relations  job  while  working  in  a most 
sensitive  area.  Your  State  office  has  observed  first  hand 
the  methods  employed  by  several  of  these  committees  and 
has  nothing  but  praise  for  the  objective  manner  in  which 
the  surprisingly  large  number  of  grievances  have  been 
handled.  The  importance  of  these  committees  is  revealed 
by  the  fact  that  the  State  office  alone  receives  nearly  200 
grievances  a year  ! 

The  seriousness  of  the  grievance  problem  was  such  that 
your  Committee  brought  the  matter  to  the  attention  of  the 
Virginia  Association  of  Medical  Assistants  during  its  1967 
annual  meeting.  Many  were  surprised  to  learn  that  medi- 
cal assistants  often  have  a hand  in  the  building  of  a 
grievance  and  thus  must  share  the  responsibility  for  de- 
veloping effective  controls. 

Speaking  of  the  Virginia  Association  of  Medical  As- 
sistants, we  take  this  opportunity  to  commend  that  fine 
organization  on  the  many  services  it  provided  the  Virginia 
Academy  of  General  Practice  during  its  annual  meeting. 
We  understand  that  the  Association  stands  ready  to  assist 
the  staff  of  The  Medical  Society  of  Virginia  during  our 
own  upcoming  annual  meeting  in  October. 

Your  Chairman  is  planning  to  attend  the  annual  con- 
vention of  the  American  Association  of  Medical  Assistants 
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in  Columbus,  Ohio,  in  October.  He  will  be  attending  in 
the  capacity  of  a National  Advisor. 

Popularity  of  the  radio  program  “Doctor’s  House  Call” 
continues  unabated  and  ten  inquiries  from  listeners  were 
received  and  answered  during  the  year.  Once  again  Dr. 
Robert  Bailey,  Richmond,  acted  as  our  consultant  in  this 
regard. 

And  so  another  year  becomes  history,  and  once  again 
we  find  that  many  worthwhile  projects  have  been  left 
undone.  But — this  only  makes  us  more  determined  to  make 
the  coming  year  more  productive  public  relations-wise  than 
ever  before.  We  only  hope  that  component  societies  and 
individual  physicians  will  join  the  campaign — on  our  side! 

Thomas  H.  Jennings,  M.D. 

Marcellus  A.  Johnson,  III,  M.D. 

Patrick  C.  Devine,  M.D. 

Armistead  M.  Williams,  M.D. 

James  B.  Twyman,  M.D. 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman 

Legislative 

^ our  Committee  reports  on  the  most  active  session  of 
the  Virginia  General  Assembly.  The  members  probably 
introduced  more  bills  and  did  more  work  than  in  any 
previous  Assembly.  Occasionally  in  previous  years  they 
have  introduced  identical  bills  in  both  Houses,  but  there 
were  more  duplicate  bills  concerning  matters  of  interest 
to  the  medical  profession  than  there  have  ever  been 
before.  Altogether  your  Committee  kept  track  of  about  190 
bills  and  resolutions,  including  many  similar  bills  and  a 
few  bills  which  amended  Code  sections  in  which  we  were 
interested  but  which  would  not  have  hurt  us  if  they  had 
been  enacted  in  the  form  in  which  they  were  introduced. 
We  were  immediately  concerned  with  more  items  this  Ses- 
sion than  we  were  in  1966.  We  have  arranged  this  report 
by  topics  in  a fashion  similar  to  the  previous  reports  of 
this  Committee,  and  we  would  draw  your  attention  to  the 
sections  on  Transfusions  and  Transplants,  Drug  Dispens- 
ing, Pharmacy,  Hospitals,  Mental  Hygiene  and  Hospitals, 

I raffic,  and  Malpractice  Suits.  This  report  is  intended 
primarily  to  give  you  a general  picture  of  the  things  that 
were  accomplished  or  not  accomplished  during  the  legisla- 
tive session.  A good  deal  of  time  and  attention  is  neces- 
sarily spent  on  matters  which  have  little  or  slight  treat- 
ment in  the  report  but  which  are  of  importance  to  the 
medical  profession.  The  report  does  set  out  those  matters 
which  may  be  of  some  general  interest  to  the  profession. 

Legislation  enacted  at  this  session  generally  became  ef- 
fective on  June  28,  1968,  although  we  have  mentioned 
other  specific  effective  dates  in  the  report. 

Board  of  Medical  Examiners 

Two  bills  requested  by  the  Board  of  Medical  Examiners 
were  enacted  by  the  Assembly,  one  (Ch.  674)  increas- 
ing the  fee  for  renewal  of  licenses  for  practicing  the  heal- 
ing arts  from  $3  to  $5  (effective  April  5,  1968),  and  the 
other  (Ch.  252)  increasing  the  per  diem  allowance  to 
members  of  the  Board. 

The  Board  of  Medical  Examiners  also  supported  legis- 
lation for  the  licensure  of  physical  therapy  assistants.  This 
law  (Ch.  766)  will  permit  the  physical  therapy  assistant  to 


perform  his  duties  only  under  the  direction  and  control 
of  a licensed  physical  therapist  and  the  patient’s  physician. 
This  licensee  is  not  intended  to  supplant  the  physical 
therapy  aide. 

Court-Ordered  Physicals 

Only  Virginia  physicians  may  now  be  specified  in  phys- 
ical examinations  ordered  by  Virginia  courts  (Ch.  44). 

Laboratories 

Upon  recommendation  of  The  Medical  Society’s  Legis- 
lative Committee,  Dr.  Reid  introduced  a bill  for  the  in- 
spection and  licensing  of  medical  laboratories  (HB857) 
but  the  bill  was  stricken  from  the  calendar  at  his  request 
in  order  to  make  way  for  a study  by  the  Department  of 
Health  (SJR55)  of  the  operation  of  clinical  laboratories 
in  the  State  with  a view  to  possible  future  enactment  of 
similar  legislation,  and  this  study  resolution  was  agreed 
to. 

Transfusions  and  Transplants 

Upon  recommendation  of  the  Legislative  Committee  a 
bill  was  introduced  to  declare  that  transplants  and  trans- 
fusions were  medical  services  and  did  not  involve  sales, 
so  that  no  implied  warranty  as  to  the  fitness  of  the  organ 
or  of  the  blood  would  attach  to  the  rendering  of  such 
services.  As  enacted  (Ch.  81)  the  bill  simply  says  that 
no  action  shall  lie  for  implied  warranty  in  connection  with 
rendering  of  such  services  except  where  defects  in  such 
blood  or  transplanted  organs  are  detectable  by  the  use 
of  established  procedures  employed  pursuant  to  standards 
of  local  medical  practice.  A new  section  19.1-46.1  was 
added  to  the  Code  of  Virginia  designating  circumstances 
under  which  the  chief  medical  examiner  may  furnish 
organs  from  cadavers  for  transplant  purposes  without 
notice  to  or  consent  of  next  of  kin  of  the  decedent.  (Ch. 
305) 

A bortion 

Liberalization  of  the  abortion  laws  in  Virginia  had  been 
seriously  considered  by  The  Medical  Society  and  a state- 
ment of  position  was  formulated  and  agreed  to  by  The 
Society  at  its  1967  annual  meeting.  When  abortion  legis- 
lation was  offered  (HB906)  at  this  session,  the  patron 
and  the  members  of  the  General  Laws  Committee  which 
considered  the  bill  were  furnished  with  copies  of  our 
statement.  The  Society  held  itself  available  to  the  Com- 
mittee for  consultation  with  respect  to  any  legislation  the 
Committee  considered  and  a member  of  The  Society,  at 
the  request  of  the  patron  of  the  bill,  testified  before  the 
Committee  as  to  The  Society’s  position.  The  Committee 
did  not  report  the  bill  but  the  General  Assembly  agreed 
to  a resolution  (HJR148)  directing  the  Virginia  Advisory 
Legislative  Council  to  study  the  advisability  of  revising 
the  State’s  laws  relating  to  abortion. 

Child  Abuse 

Legislation  enacted  at  the  1966  session  provided  for  the 
registration  of  social  workers  and  other  legislation  re- 
quired nurses  and  practitioners  of  the  healing  arts  to  re- 
port injury  or  harm  found  to  have  been  suffered  by  chil- 
dren and  appearing  to  have  resulted  from  abuse  or  neg- 
lect. Legislation  passed  at  this  session  (Ch.  287)  also 
requires  registered  social  workers  to  make  such  reports. 
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Welfare  and  Workmen’s  Compensation 

Workmen’s  Compensation  provides  benefits  for  diseases 
arising  out  of  or  in  the  course  of  employment,  and  a sec- 
tion of  that  Title  of  the  Code  declares  that  certain  named 
diseases  are  to  be  considered  as  arising  out  of  the  course 
of  employment.  Efforts  have  been  made  in  the  past  As- 
semblies to  include  in  the  list  of  named  diseases  “coal 
miner’s  pneumoconiosis”,  but  without  success.  At  this  ses- 
sion the  section  was  amended  (by  Ch.  236)  to  include 
this  disease.  Asbestosis  was  already  a named  disease  and 
the  General  Assembly  (by  Ch.  347)  amended  another  sec- 
tion of  the  Title  to  fix  the  compensation  for  asbestosis  at 
the  same  figure  as  that  for  silicosis.  A workman  whose 
set  of  dentures  or  prosthetic  device  is  damaged  in  an 
accident  which  is  covered  by  workmen’s  compensation  can 
now  recover  for  such  damage  (Ch.  377).  The  Virginia 
Advisory  Legislative  Council  was  directed  (by  HJR38) 
to  complete  its  study  of  the  Workmen’s  Compensation 
Laws  of  Virginia  before  the  next  regular  session  of  the 
Assembly. 

The  standards  for  migrant  labor  camp  physical  facili- 
ties have  now  been  improved  (Ch.  396).  The  General 
Assembly  enacted  a general  revision  of  the  Welfare  Title 
of  the  Code  (by  Ch.  578),  but  it  declined  to  direct  (by 
HJR83)  a study  of  the  rehabilitation  services  provided 
by  the  State.  In  1964  the  Assembly  enacted  a statute 
permitting  localities  to  provide  by  ordinance  that  when- 
ever their  salaried  firemen  should  suffer  an  illness  caused 
by  hypertension,  or  heart  or  respiratory  disease,  the  ill- 
ness would  be  presumed  to  have  arisen  in  the  line  of 
duty.  The  presumption  does  not  affect  workmen’s  com- 
pensation. At  this  session  an  unsuccessful  effort  (HB491) 
was  made  to  change  the  statute  so  that  the  presumption 
would  have  a Statewide  effect. 

Insurance 

The  Rules  Committee  declined  to  report  HJR153  which 
would  have  directed  the  VALC  to  study  the  general  eco- 
nomic effect  of  plans  for  hospitals,  medical  sickness  and 
accident  insurance  provided  by  the  federal  government 
and  tax-exempt  plans  of  self  insurance,  and  the  Insurance 
and  Banking  Committee  failed  to  report  a bill  (HB635) 
providing  group  hospitalization  for  State  employees.  The 
Assembly  did  take  cognizance  of  the  special  economic 
difficulties  involved  in  the  care  of  those  who  suffer  phys- 
ical or  mental  handicaps  which  prevent  them  from  earning 
a living,  and  required  hospitalization  plans  and  policies 
to  continue  to  cover  such  persons  after  they  attain  an 
age  at  which  they  would  be  deprived  of  such  coverage 
were  they  able  to  earn  a living.  A premium,  appropriate 
to  the  added  risk,  may  be  charged  (Ch.  411). 

Payments  will  now  be  made  under  prepayment  plans, 
and  by  insurers,  to  dentists  for  proper  services  rendered 
by  them  if  such  services  would  have  been  compensable 
if  rendered  by  a physician  (Ch.  292). 

Druij  Dispensing  by  Physicians 

The  wording  of  the  statute  exempting  from  the  phar- 
macy laws  the  dispensing  of  drugs  by  physicians  has  given 
a great  deal  of  trouble  and  has  been  the  object  of  much 
concerned  study  and  work  hy  the  Society’s  Pharmacy  Com- 
mittee. See  that  Committee’s  report  for  background  to  the 


enactment  of,  and  comment  on,  Chapter  582  which,  in 
obedience  to  the  principle  of  professional  autonomy,  turns 
back  to  the  medical  profession  the  governance  of  medical 
dispensing.  With  the  full  support  of  pharmacy  and  med- 
icine, the  bill  went  through  the  Assembly  without  change 
and  the  kind  and  effective  efforts  of  the  medical  and  phar- 
maceutical members  of  the  Assembly  are  gratefully  ac- 
knowledged. 

This  Committee  reported  in  1966  that  the  sales  tax  bill 
had  been  “further  amended  in  the  Senate  to  make  dis- 
pensing by  practitioners  as  fully  exempt  as  sales  on  pre- 
scription.” Unfortunately  the  sales  tax  regulations  did  not 
take  cognizance  of  this  amendment.  The  Special  Com- 
mittee on  Pharmacy  has  been  in  touch  with  the  State  Tax 
Commissioner  and  hopes  that  new  regulations  to  be  issued 
by  him  will  be  more  acceptable  to  the  profession.  The 
reader  is  also  referred  to  the  report  of  the  Pharmacy 
Committee  for  further  discussion  of  this  situation. 

Pharmacy 

A study  of  the  pharmacy  laws  of  the  State  (HJR32) 
was  left  in  the  Senate  Finance  Committee  but  a bill  to 
tighten  restrictions  on  advertising  by  pharmacists  passed 
the  General  Assembly  (Ch.  803)  with  an  assist  from  the 
former  chairman  of  our  Legislative  Committee. 

In  what  can  only  be  termed  an  LSD  scare,  legislators 
with  five  bills  (HB251,  HB252,  HB363,  HB492,  and 
SB169)  tried  in  various  ways  to  tighten  the  controls  on 
narcotics  and  LSD.  All  these  bills  were  left  in  committee 
after  action  by  the  Board  of  Pharmacy  to  bring  LSD 
under  the  Drug  Abuse  Control  Act. 

Chapter  391  surely  has  a worthy  objective  as  it  makes 
it  a misdemeanor  to  deliberately  inhale  noxious  chemical 
substances  to  intoxicate,  inebriate,  excite,  stupefy  or  dull 
the  brain  or  nervous  system. 

0 pto  metrists 

The  optometrists  sponsored  a bill  to  enable  them  to  set 
up  prepayment  plans,  modelled  after  the  Blue  Shield 
statute  for  dentists,  it  being  their  belief  that  in  this  way 
they  can  set  up  group  practice  contracts  with  manage- 
ment of  various  industries,  such  contracts  being  fringe 
benefits  under  labor  organization  negotiated  employment 
contracts  (Ch.  698).  We  were  able  to  approximately  limit 
the  services  offered  to  those  which  optometrists  are  by 
statute  permitted  to  perform. 

Utilization  Review  Committees 

Other  states  have  adopted  statutes  exempting  those  phy- 
sicians who  serve  on  utilization  review  committees  from 
liability  for  their  functions  performed  on  such  committees 
providing  their  actions  were  in  good  faith.  It  was  the 
feeling  of  your  Legislative  Committee  that  such  a statute 
would  encourage  service  on  these  committees  and  that 
such  exemption  was  appropriate.  It  appeared  at  first  that 
the  bill  (SB262)  would  pass  without  substantial  amend- 
ment and  there  was  virtually  no  fight  over  this  bill  in 
either  committee,  where  the  work  on  such  bills  is  usually 
done.  The  opposition  to  the  bill  only  developed  as  an 
amendment  offered  on  the  floor  of  the  House.  The  bill 
as  amended  appeared  to  do  more  harm  than  good  and 
prejudiced  us  against  a fair  consideration  of  the  matter 
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at  some  future  time  when  we  may  be  able  to  demonstrate 
the  need  for  such  legislation.  We  are  therefore  glad  that 
the  bill  was  vetoed. 

Nursing 

Some  inadvertent  restrictions  on  nursing  scholarships 
were  removed  (by  Ch.  441),  the  per  diem  of  members  of 
the  State  Board  of  Examiners  of  Nurses  was  increased 
from  $15  to  $25  (Ch.  357),  and  a resolution  (SJR19) 
which  would  have  created  a commission  on  nursing  to 
study  the  needs  in  this  area  was  agreed  to  by  the  Senate 
but  was  not  reported  by  the  House  Rules  Committee. 

Hospitals 

Two  bills  were  introduced  to  abolish  the  immunity 
which  charitable  hospitals  enjoy  from  suit  for  negligence 
of  their  employee  (HB767  and  HB836)  but  both  of  these 
were  left  in  committee  as  well  as  an  ill-conceived  little 
piece  of  legislation  (HB966)  which  would  have  permitted 
any  patient  to  demand  that  his  hospital  records  be  fur- 
nished to  him,  presumably  for  the  purpose  of  looking  for 
a cause  of  action  against  someone  in  the  event  his  re- 
covery was  not  so  immediate  or  complete  as  he  would 
wish. 

Up  to  three  practicing  physicians  will  now  be  permitted 
(by  Ch.  783)  to  serve  on  the  authority  which  governs 
Petersburg  General  Hospital. 

An  item  for  local  hospital  construction  was  dropped 
from  the  budget,  and  a bill  to  authorize  construction 
loans  (HB1161)  and  a resolution  calling  for  a VALC 
study  of  the  need  for  such  loans  (HJR123)  were  both 
left  in  their  respective  committees. 

Eighteen  year  olds  who  have  been  separated  from  cus- 
tody of  parents  or  guardians  and  are  in  need  of  surgical 
or  medical  treatment  are  empowered  (by  Ch.  71)  to  con- 
sent to  such  treatment. 

Air  Pollution 

Your  Society  supported  legislation  to  help  with  the 
abatement  of  air  pollution  and  the  General  Assembly  did 
provide  (by  Ch.  308)  for  a fast  tax  write-off  of  the  cost 
of  air  pollution  control  equipment,  and  recommended 
(HJR95)  that  the  commission  established  by  the  Governor 
for  constitutional  review  consider  granting  to  localities  the 
authority  to  exempt  pollution  control  equipment  from 
taxation. 

Public  Health 

The  General  Assembly  enacted  Chapter  389  for  im- 
plementation of  Title  IX  (Medicaid). 

Teachers  who  are  to  be  employed  in  the  public 
schools  will  henceforth  have  to  be  examined  for  tuber- 
culosis (Ch.  445).  A bill  was  introduced  to  require  that 
all  children  be  vaccinated  as  soon  after  birth  as  medically 
indicated  for  immunization  against  measles,  polio,  diph- 
theria, tetanus,  pertussis,  smallpox,  and  other  commu- 
nicable diseases.  The  bill  was  amended  ot  limit  the  vac- 
cination to  those  diseases  named  and  to  add  mumps. 
Though  it  is  mandatory  that  the  State  Board  of  Health 
provide  rules  and  regulations  with  respect  to  such  im- 
munization, the  language  of  the  statute  (Ch.  592)  does 
not  seem  to  make  the  vaccination  itself  mandatory.  Vac- 
cination certificates  are  now  required  of  public  school 


pupils  and  teachers,  and  HB1055  would  have  required 
such  certification  as  to  immunization  against  measles,  but 
it  was  left  in  committee. 

The  State  Board  of  Health  was  empowered  to  require 
adequate  sewerage  facilities  at  marinas  (by  Ch.  594). 
The  Assembly  also  required  that  plastic  cleaning  bags 
bear  a warning  of  danger  to  children  (Ch.  340).  Addi- 
tional powers  were  also  conferred  (by  Ch.  321)  upon  the 
Department  of  Health  as  the  State  Radiation  Control 
Agency. 

Membership  on  the  State  Board  of  Health  was  increased 
from  seven  to  nine  in  number,  the  Virginia  Pharmaceutical 
Association  was  given  representation  thereon  (by  Ch. 
371),  and  the  per  diem  allowed  them  was  increased  from 
$15  to  $20  (Ch.  517).  Fairfax  and  Arlington  may  now 
bring  their  health  departments  under  the  State  Board 
as  a division  of  the  State  Department  of  Health  (Ch. 
491). 

Sterilization 

Persons  wanting  to  be  sterilized  have  heretofore  been 
required  to  obtain  the  consent  of  their  husbands  or  wives 
if  they  were  married.  Such  consent  is  no  longer  necessary 
providing  the  applicant  for  sterilization  states  in  writing 
and  under  oath  that  the  spouse  has  disappeared  or  that 
they  have  lived  separately  continuously  for  more  than 
two  years  (Ch.  767). 

Section  20-46  of  the  Code  prohibits  the  intermarriage 
of  certain  persons  such  as  habitual  criminals  and  idiots. 
SB403,  as  introduced,  would  have  permitted  such  mar- 
riages providing  one  or  both  of  the  parties  had  been 
sterilized.  The  bill  was  amended  considerably  before  its 
passage  and  was  finally  vetoed  as  being  unnecessary  in 
view  of  Chapter  468,  which  is  commented  on  in  the  sec- 
tion in  this  report  on  Mental  Hygiene  and  Hospitals. 

Mental  Hygiene  and  Hospitals 

One  of  the  major  items  of  the  Governor’s  recommenda- 
tions was  the  enactment  of  legislation  calling  for  a bond 
issue  to  pay  for  the  construction  of  mental  hospitals,  and 
this  legislation  (Ch.  16  and  Ch.  804)  was  promptly 
adopted.  The  Assembly  also  passed  a revision  of  Title 
37  of  the  Code  (Ch.  477)  which  deals  with  the  mentally 
ill  and  which,  among  other  things,  is  intended  to  some- 
what simplify  admission  procedures. 

The  State  Hospital  Board  was  enlarged  (by  Ch.  502) 
from  seven  to  nine  members.  A bill  (HB1091)  to  consol- 
idate the  Departments  of  Mental  Hygiene  and  Hospitals 
and  Health  into  one  department  was  left  to  the  Rules 
Committee. 

An  effort  to  begin  planning  (HB72)  for  a hospital  for 
the  mentally  retarded  in  the  eastern  part  of  the  State 
failed  to  win  Appropriations  Committee  approval,  but  a 
resolution  (HJR29)  calling  for  a VALC  study  of  the 
services  provided  for  emotionally  disturbed  children  was 
agreed  to  by  both  Houses.  The  physician’s  fee  in  criminal 
insanity  procedures  was  increased  from  $15  to  $30  (by 
Ch.  657). 

Bills  (HB645  and  HB646)  to  eliminate  epileptics  as 
such  from  the  title  of  the  Code  dealing  with  the  mentally 
ill  stood  aside  for  amendments  to  the  title  revision  bill 
to  the  same  effect.  Other  legislation  removes  a statutory 
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restraint  against  the  marriage  of  a person  who  has  been 
adjudicated  epileptic.  (Ch.  468) 

HB463  would  have  created  a commission  to  consider 
decentralization  of  the  mental  institutions.  HB448,  which 
the  Department  wanted,  would  have  called  for  a study  of 
geriatric  out-patient  facilities.  HB423  would  have  created 
a commission  to  conduct  a study  of  the  care  of  the  men- 
tally ill  in  Virginia  and  of  the  institutions  operated  for 
that  purpose.  The  latter  was  the  only  one  of  these  bills 
passed  (as  Ch.  587),  but  it  embodies  provisions  from  the 
others  and  from  SJR32  (which  called  for  a study  of  re- 
gional nursing  homes).  It  also  requires  study  of  the  care 
of  mental  indigent,  and  geriatric  patients.  Another  study 
resolution,  calling  for  a study  of  ways  to  use  the  State’s 
parks  for  the  benefit  of  the  mentally  ill,  retarded  and 
physically  handicapped,  was  left  in  the  Rules  Committee 
(HJR129).  House  and  Senate  bills  (HB329  and  SB198) 
calling  for  commitment  of  the  mentally  ill  to  the  institu- 
tion nearest  the  place  of  commitment  were  left  in  com- 
mittee. 

A bill  (SB438)  which  would  have  enlarged  the  grand- 
father clause  for  psychology  licensure  and  exempted  em- 
ployees of  private  hospitals  regulated  by  the  State  was 
left  in  the  General  Laws  Committee. 

Traffic 

A commission  has  been  created  (by  Ch.  186)  to  study 
the  uses  and  operational  safety  of  twin  trailers. 

Many  recommendations  were  made  by  the  commission 
which  studied  highway  traffic  safety.  Its  first  recom- 
mendation, the  creation  within  the  Governor’s  office  of 
a highway  safety  division,  was  accomplished  by  Chapter 
562.  Another,  permitting  the  use  of  studded  tires  between 
October  15  and  April  15,  was  the  first  bill  to  be  approved 
by  the  Governor,  becoming  effective  as  an  emergency 
measure  on  January  27.  Chapter  168  creates  a Medical 
Advisory  Board  to  the  Division  of  Motor  Vehicles,  con- 
sisting of  seven  qualified  and  practicing  physicians  ap- 
pointed by  the  Governor,  which  Board  is  to  render  ad- 
visory opinions  as  to  physical  disqualifications  of  appli- 
cants for  driving  licenses  and  to  develop  medical  and 
health  standards  for  issuance  of  driving  licenses. 

A bill  (HB766)  which  would  have  resulted  in  the  sus- 
pension of  the  driving  licenses  of  persons  adjudicated 
mentally  ill  or  mentally  deficient  died  on  the  floor  of  the 
House. 

After  1969  the  Division  of  Motor  Vehicles  will  no 
longer  issue  unlimited  driving  permits  to  persons  who 
are  unable  to  demonstrate  20/40  vision  with  a field  of 
100  degrees  but  they  will  be  able  to  issue  daylight  driving 
permits  to  persons  with  20/70  vision  and  a 70  degree 
field.  (Ch.  642) 

§ 46.1-383  of  the  Code  set  forth  certain  various  circum- 
stances under  which  drivers  may  be  required  to  submit 
to  reexamination  and  that  section  was  amended  so  that 
the  reexamination  may  include  a physical  examination. 
(Ch.  167) 

Chapter  431  will  require  the  chief  medical  examiner  to 
provide  all  medical  examiners  with  forms  to  be  used  for 
reporting  any  physical  or  mental  conditions  which  may 
have  contributed  to  the  death  of  victims  of  traffic  acci- 
dents. 


After  1968  persons  operating  ambulance  services  will 
have  to  obtain  permits  from  the  State  Board  of  Health. 
No  one  will  be  able  to  operate  an  ambulance  without 
having  at  least  one  of  the  persons  who  is  riding  in  or 
driving  the  ambulance  certified  by  the  State  Board  of 
Health  as  an  emergency  medical  care  attendant.  The  act 
contains  a grandfather  clause,  and  localities  are  empow- 
ered by  this  law  (Ch.  430)  to  enact  considerable  legisla- 
tion regulating  ambulance  services  within  their  jurisdic- 
tion. In  1966  there  was  enacted  a statute  of  the  kind 
generally  known  as  “Good  Samaritan  Acts”.  This  ex- 
empted licensed  physicians  from  liability  for  civil  dam- 
ages resulting  from  negligence  in  rendering  emergency 
care  to  persons  injured  in  a roadside  or  highway  accident. 
The  1968  session  (by  Ch.  796)  extended  the  exemption 
to  “any  person  who,  in  good  faith,  renders  emergency 
care  or  assistance,  without  compensation,  to  any  injured 
person  at  the  scene  of  an  accident  or  fire,  or  en  route 
therefrom  to  any  hospital,  medical  clinic  or  doctor’s  office.” 
Bills  requiring  motorcyclists  to  wear  crash  helmets  met 
with  no  more  success  this  session  than  last,  but  one  of 
them  (Ch.  498)  did  amend  existing  motorcycle  law  so  as 
to  require  the  future  use  of  safety  glasses,  goggles  or 
windshields.  Bills  (HB190  and  SB146)  which  would  re- 
quire hospitals  to  withdraw  blood  samples  for  the  de- 
termination of  blood  alcohol  content,  when  requested 
to  do  so  by  a law  enforcement  officer  who  has  reason  to 
believe  that  the  drunk  driving  statute  has  been  violated, 
did  not  pass  even  though  HB190  was  amended  so  as  to 
provide  that  the  samples  should  not  be  taken  if  in  the 
opinion  of  the  attending  physician  the  physical  condition 
of  the  operator  did  not  permit  it.  Bills  (HB195  and 
SB147)  providing  in  detail  for  the  taking  of  blood  samples 
under  the  implied  consent  statute  and  permitting  breath 
tests  at  the  option  of  local  governments,  were  left  in 
committee  as  were  two  bills  (SB379  and  HB1026)  which 
would  have  adopted  the  breath  alcohol  test  at  the  State 
level.  Various  other  bills  having  to  do  with  driving  while 
intoxicated  (SB205  and  HB794;  SB41  and  HB679  ; SB38) 
died  in  committee.  A bill  which  would  have  permitted 
trial  of  drunken  driving  and  blood  alcohol  test  refusal 
charges  at  the  same  time  when  there  was  no  jury  passed 
both  Houses  and  died  in  conference  committee  (SB383.) 

Education 

Medical  scholarships  were  increased  from  $1,000.00  to 
$1,500.00  and  the  residency  and  internship  provisions  of 
the  scholarships  statutes  were  liberalized  by  Ch.  651, 
which  also  now  permits  the  service  which  the  doctor 
agrees  to  perform  to  be  rendered  by  the  practice  of  fam- 
ily medicine  in  an  area  of  need  instead  of  requiring  the 
general  practice  of  medicine  in  a rural  community.  The 
scholarship  sections  are  also  amended  so  that  Virginia 
State  College  students  may  now  attend  other  colleges,  than 
Meharry,  offering  medical  courses.  A bill  (HB838)  to 
establish  scholarships  at  out-of-state  medical  schools  for 
qualified  students  who  were  unable  to  get  into  Virginia 
schools  never  got  out  of  committee. 

The  General  Assembly,  by  statute  (Ch.  547),  created  a 
commission  to  study  the  feasibility  of  utilizing  medical 
facilities  and  personnel  in  Roanoke  and  other  communities 
in  the  Western  part  of  the  State  “as  an  affiliated  opera- 
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tion  of  the  University  of  Virginia  directed  toward  par- 
ticipation in  the  education  of  medical  students  in  their 
clinical  years,  post  graduate  residency  training  and  con- 
tinuing education,  as  well  as  training  in  the  allied  health 
professions.”  The  work  of  the  Commission  is  not  sup- 
ported by  an  appropriation  but  it  is  authorized  to  accept 
gifts  and  grants. 

Legislation  (HB571)  to  establish  a special  educational 
program  for  deaf  and  aphasic  children  was  never  re- 
ported by  the  House  Education  Committee. 

Chiropractors 

It  appears  that  some  insurance  companies  have  declined 
to  reimburse  their  insureds  for  payments  made  to  chiro- 
practors. The  Honorable  Junie  Bradshaw  introduced  a bill 
to  require  such  reimbursement  if  the  services  rendered 
were  services  a chiropractor  could  legally  perform.  Chi- 
ropractic is  defined  in  the  law  as  the  ‘‘adjustment  of  the 
24  movable  vertebrae  of  the  spinal  column,  and  assisting 
nature  for  the  purpose  of  normalizing  the  transmission 
of  nerve  energy.  It  does  not  include  the  use  of  surgery, 
obstetrics,  osteopathy,  nor  the  administration  nor  prescrib- 
ing of  any  drugs,  medicines,  serums  or  vaccines.”  Blue 
Shield  was  exempted  from  the  bill,  and,  when  the  State 
Health  Department  objected  to  the  bill,  it  was  amended 
to  exempt  ‘‘Medicaid,  or  any  State  Fund.”  The  State 
Health  Department  objected  vigorously  to  the  bill.  The 
insurance  companies  interposed  a mild  objection  on  prin- 
ciple alone.  Your  representatives  made  as  strong  a stand 
as  could  be  made  against  the  bill  without  actually  un- 
dertaking an  indictment  of  the  practice  of  chiropractic, 
but  the  bill  nevertheless  passed.  The  law  (Ch.  588)  may 
do  little  practical  harm  to  the  medical  profession  in  its 
own  work,  but  the  insurance  companies  have  lost  some 
of  their  freedom  to  contract. 

Malpractice  Suits 

It  has  long  been  the  rule  that  the  Statute  of  Limitations 
in  malpractice  actions  runs  from  the  time  of  the  negli- 
gence complained  of  and  not  from  the  time  of  its  dis- 
covery. This  is  for  sound  reasons,  primarily  based  on 
the  nature  of  the  Statute  of  Limitations  as  a statute  of 
repose.  The  passage  of  time  makes  it  quite  difficult  to 
get  an  accurate  picture  of  what  actually  occurred.  Nev- 
ertheless Messrs.  Sacks  and  Moss  of  Norfolk  offered  a bill 
(HB936)  which  would  have  prevented  the  Statute  of 
Limitations  from  beginning  to  run  until  the  malpractice 
complained  of  had  been  discovered.  We  vigorously  op- 
posed this  legislation  and  it  was  not  reported  out  of  com- 
mittee. However,  in  spite  of  the  strenuous  efforts  of  your 
counsel  and  all  those  whom  he  could  alert,  an  iniquitous 
bill  (HB588)  sponsored  by  The  Honorable  Lyman  Harrell 
was  not  only  reported  out  of  committee  but  was  passed 
by  the  House  of  Delegates  by  a vote  of  41  to  39  over  the 
outspoken  opposition  of  Dr.  Reid  in  the  House  of  Dele- 
gates. This  bill  would  have  permitted  the  introduction 
of  treatises,  pamphlets,  periodicals,  etc.,  in  malpractice 
actions  as  evidence  of  the  verity  of  the  statements  con- 
tained in  such  papers.  When  this  bill  reached  the  Senate 
Committee  each  member  of  the  Senate  Committee  was 
provided  with  a detailed  statement  of  our  opposition  to 
the  bill  and  the  President  of  The  Medical  Society  spoke 
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persuasively  against  it.  Ti  e bill  was  not  reported  by  the 
Senate  Courts  of  Justice  Committee. 

Crimes  and  Offenses 

§ 18.1-212  of  the  Code  makes  unnatural  carnal  knowl- 
edge a felony.  Chapter  427  increases  the  minimum  and 
maximum  term  of  confinement  in  the  penitentiary  for  such 
an  offense  from  three  to  10  years  when  it  is  by  force. 
The  Senate  Courts  of  Justice  Committee  declined  to  report 
a bill  (SB361)  which  would  have  given  a person  ac- 
cused of  public  intoxication  the  right  to  demand  a blood 
alcohol  test.  Both  Houses  agreed  to  a resolution  (HJR 
114)  directing  the  State  Crime  Commission  to  study  ‘‘the 
relation  of  psychiatry  and  crimes  of  violence  and  of  a 
sexual  nature”. 


We  are  most  grateful  to  Doctor  James  D.  Hagood  and 
Doctor  William  Ferguson  Reid,  our  members  who  are 
also  members  of  the  General  Assembly,  for  the  attention 
by  them  given  to  medical  matters  when  they  had  so  many 
and  such  important  demands  upon  their  time. 

William  C.  Pennington,  M.D.,  Chairman 

Child  Health 

A meeting  of  the  Committee  on  Child  Health  was  held 
at  Society  Headquarters,  on  May  23,  1968.  Attending 
were:  Dr.  Robert  H.  Anderson,  Chairman,  Dr.  Jefferson 
D.  Beale,  Jr.,  Dr.  Julia  E.  Edmunds,  Dr.  Kathryn  D. 
Hill,  Dr.  Edwin  L.  Kendig,  Jr.,  and  Dr.  Ralph  Ownby, 
Jr.  Also  in  attendance,  as  a special  guest  of  the  Com- 
mittee, was  Dr.  Patricia  Hunt,  Director  of  Child  Health 
for  the  State  of  Virginia. 

Dr.  Anderson  advised  the  Committee  the  Minnesota 
State  Medical  Association  has  had  in  effect  a program 
for  the  past  seven  years  screening  pre-school  children 
(four  years  of  age)  on  vision  and  hearing.  This  program 
was  made  known  nationwide  through  articles  in  “Parents 
Magazine”  and  “Reader’s  Digest”.  Since  these  articles 
were  published  early  in  the  year,  the  Society  has  received 
many  letters  requesting  additional  information  concerning 
the  program  and  whether  or  not  a program  of  this  type 
was  in  effect,  or  would  be  instituted  in  the  State  of 
Virginia. 

The  Committee  learned  that  in  certain  areas  of  the 
State  excellent  vision  and  hearing  screening  programs 
were  already  in  effect.  It  was  pointed  out  that  Alexandria 
had  such  a program,  sponsored  by  the  Health  Department, 
and  the  children  being  tested  were  three  years  of  age. 
The  Committee  learned  that  programs  of  this  type  are 
active  in  other  areas  of  the  State,  but  not  all  are  operated 
as  efficiently  as  that  in  Alexandria. 

The  Committee  agreed  if  a program  of  this  type  were 
organized  that  certain  adequate  facilities,  such  as  a quiet 
room  away  from  all  other  activities,  would  be  a necessity. 
The  Committee  discussed  the  tremendous  responsibility  of 
training  volunteers  to  operate  such  a program  and  were 
very  concerned  regarding  the  recruitment  of  qualified 
personnel. 

After  further  discussion  the  Committee  agreed  this  was 
an  excellent  program  and  would  endorse  a recommenda- 
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tion  that  a program  of  this  type  be  organized  throughout 
the  State.  It  further  agreed  literature  concerning  the  pro- 
gram, made  available  by  the  Minnesota  State  Medical 
Association,  be  referred  to  the  Virginia  Society  of  Ophthal- 
mology and  Otolaryngology  for  their  opinions  and  rec- 
ommendations. It  was  also  agreed  the  Society’s  Commit- 
tees on  Conservation  of  Sight  and  Conservation  of  Hear- 
ing offer  their  opinions  and  recommendations. 

Dr.  Hunt  advised  the  Committee  that,  in  her  position 
as  Director  of  Child  Health  for  the  State  of  Virginia,  she 
was  in  the  process  of  finding  out  what  the  needs  are  and 
what  can  be  done  concerning  better  health  care  for  chil- 
dren throughout  the  State.  She  mentioned  that  in  the 
Southwestern  area  of  Virginia  many  children  have  severe 
hearing  problems  and  that  follow  through  for  adequate 
medical  care  is  not  being  done.  She  advised  the  Commit- 
tee that  the  blind  are  supposed  to  be  legally  registered 
through  the  Commission  for  the  Visually  Handicapped  and 
thought  it  would  be  an  excellent  idea  if,  through  the  Com- 
mittee, physicians  all  over  the  State  could  be  advised  of 
this  fact.  A suggestion  was  made  that  possibly  an  article 
in  the  “Virginia  Medical  Monthly”  or  “News  and  Views” 
could  be  published  alerting  physicians  to  these  facts.  After 
further  discussion,  the  Committee  decided  to  make  known 
these  facts  through  “News  and  Views”. 

Dr.  Anderson  presented  the  actions  taken  to  date  on 
the  recommendations  of  the  Committee  from  the  previous 
meeting.  He  reviewed:  The  End  Measles  Campaign, 
Adoption  Laws,  Venereal  Disease,  P.K.N.  Testing,  Sex 
Education,  and  Child  Abuse.  The  Committee  learned  the 
Virginia  Pediatric  Society  had  been  checking  the  P.K.U. 
Testing  procedure  very  thoroughly  and  had  submitted 
their  recommendation  to  the  State  Board  of  Health.  Their 
recommendation  is  that  the  P.K.U.  Test  be  done  after 
the  child  has  been  on  milk  for  two  days.  Dr.  Anderson 
stated  that,  as  of  this  date,  the  State  Board  of  Health  has 
not  made  a final  decision  regarding  the  report  from  the 
Virginia  Pediatric  Society. 

Dr.  Anderson  advised  the  Committee  of  the  amendments 
to  the  Child  Health  Act,  introduced  April  11  of  this  year. 
After  reading  portions  of  the  Bill  to  the  Committee,  it 
was  decided  that  a simpler  breakdown  of  the  Bill  should 
be  made  and  sent  to  members.  Dr.  Hunt  mentioned  that 
Dr.  James  Kenley,  Director  of  Medical  Services  of  the 
State  Health  Department,  had  some  excellent  information 
available  pertaining  to  the  Child  Health  Act  and  that  this 
information  would  probably  be  a great  help  to  the  Com- 
mittee. The  Secretary  was  instructed  to  obtain  such  in- 
formation and  forward  it  to  the  Committee  Members. 

The  Committee  gave  much  consideration  to  the  problem 
of  child  abuse  throughout  the  State.  It  learned  that  this 
was  still  a most  serious  problem,  and  the  number  of  child 
abuse  cases  throughout  Virginia  were  increasing.  Dr. 
Ownby  pointed  out  that  he  felt  the  laws  pertaining  to 
child  abuse  were  most  adequate,  but  having  the  courts 
follow  through  with  removing  children  from  parents  re- 
sponsible for  these  criminal  acts  was  very  rarely  being 
done.  The  Committee  learned  that,  in  case  after  case, 
children  were  returned  to  the  same  environment  only  to 
have  the  same  situation  occur  again.  Dr.  Anderson  felt 
the  Society’s  Liaison  Committee  to  the  State  Bar  should  he 
advised  of  this  continuous  child  abuse  problem  and  re- 


quested to  give  it  careful  consideration.  It  was  pointed 
out  to  the  Committee  that  rescue  squads  see  a lot  of  child 
abuse  when  they  are  called  to  homes  for  so-called  acci- 
dents, and  many  of  these  cases  are  not  made  known  to 
physicians  or  health  departments. 

The  Committee  discussed  briefly  the  Society’s  position 
on  the  Abortion  Law.  Dr.  Anderson  read  to  the  Com- 
mittee the  Society’s  position  and  further  advised  that  the 
1968  General  Assembly  had  placed  this  in  the  hands  of  a 
VALC  Committee  for  study. 

Consideration  was  given  the  various  types  of  physical 
examination  forms  that  are  used  throughout  the  State. 
It  seems  that  in  almost  every  locality  the  forms  are  dif- 
ferent, and  most  of  them  very  lengthy  and  time  consuming 
to  complete.  Dr.  Ownby  advised  the  Committee  that  the 
American  Academy  of  Pediatrics  has  an  excellent  form 
and  felt  that  it  should  be  used  state  wide.  After  further 
discussion,  it  was  recommended  that  a copy  of  this  form 
be  presented  to  Council  of  The  Medical  Society  of  Vir- 
ginia for  approval.  Upon  the  approval  of  Council,  the 
form  would  be  presented  to  Dr.  Mack  I.  Shanholtz,  Med- 
ical Director  for  the  State  of  Virginia,  for  his  considera- 
tion. 

Harry  D.  Cox,  M.D. 

Robert  M.  McDonald,  M.D. 

William  D.  Liddle,  Jr.,  M.D. 

Ralph  Ownby,  Jr.,  M.D. 

Jefferson  D.  Beale,  Jr.,  M.D. 

W.  Glenn  Hardy,  M.D. 

Kathryn  D.  Hill,  M.D. 

Julia  E.  Edmunds,  M.D. 

Nelson  S.  Payne,  M.D. 

Edwin  L.  Kendig,  M.D. 

Robert  H.  Anderson,  M.D.,  Chairman 

Pharmacy 

I.  Dispensing  of  Drugs  by  Physicians 

Since  1908  the  pharmacy  laws  of  the  State  had  con- 
tained a provision  prohibiting  physicians  dispensing  drugs 
to  their  patients  if  such  dispensing  was  made  as  a sale. 
While  physicians  in  thinly  populated  areas  were  given 
the  right  to  practice  pharmacy  without  examination,  other 
physicians  in  the  State  had  long  been  concerned  about  the 
propriety  of  this  statutory  restriction  on  their  right  to 
dispense  and  the  patient’s  right  to  be  administered  to, 
whether  a charge  was  made  or  not.  It  seemed  to  these 
physicians  that  providing  adequate  appropriate  medicines 
and  remedies  was  a natural  and  inherent  part  of  the 
practice  of  the  healing  arts. 

The  Legislative  Committee  of  The  Medical  Society  of 
Virginia  reported  after  the  1966  Session  of  the  General 
Assembly  its  successful  efforts  to  obtain  some  relaxation 
of  the  restriction  on  dispensing.  That  amendment,  which 
affected  only  one  section  of  the  Code  of  Virginia,  was  set 
out  in  the  report  of  the  Legislative  Committee. 

At  the  direction  of  Council,  the  work  of  this  special 
committee  appointed  during  that  session  of  the  General 
Assembly  was  continued.  An  investigation  of  the  laws 
of  the  several  states  and  the  District  of  Columbia,  re- 
vealed that  Virginia  stood  virtually  alone  in  this  limita- 
tion upon  the  practice  of  medicine.  Though  a West  Vir- 
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ginia  statute  had  been  patterned  after  the  1908  provisions 
of  the  Virginia  Code,  this  particular  restriction  on  the 
making  of  a charge  for  dispensing  does  not  appear  to  have 
been  enforced.  Your  Committee  was  challenged  by  this 
state  of  affairs.  It  met  twice  in  1966  and  seven  times  in 
1967,  several  of  its  meetings  being  with  representatives 
of  the  Board  of  Medical  Examiners  and  representatives 
of  the  State  Board  of  Pharmacy  and  the  Virginia  Phar- 
maceutical Association  and,  with  the  assistance  of  the 
Society’s  legal  counsel,  carefully  prepared  and  meticu- 
lously revised  several  successive  drafts  of  legislation. 

At  the  1967  annual  meeting  of  the  Society  this  Commit- 
tee reported  that  a stalemate  seemed  to  have  been  reached 
but  that  further  discussions  were  continuing.  These  dis- 
cussions were  fruitful,  and  compromise  legislation  was 
evolved.  Every  effort  was  made  to  keep  the  statutory 
changes  as  simple  and  few  in  number  as  possible  so  that 
the  solution  for  which  we  had  worked  so  hard  would 
have  a chance  of  adoption  by  the  General  Assembly  with- 
out a full-scale  inquiry  into  the  opposing  views  which  had 
been  resolved  by  the  drafted  bill.  Nevertheless,  the  re- 
sulting bill  is  relatively  far  reaching  in  its  effects  upon 
the  previously  existing  statute  law.  To  reproduce  the  sec- 
tions of  the  bill  at  length  with  notation  of  additions  and 
deletions  and  detailed  comment  would  make  this  report 
too  long.  Since  your  Chairman  wants  to  thank  the  mem- 
bers of  his  Committee  and  the  representatives  of  the 
Board  of  Medical  Examiners,  the  State  Board  of  Phar- 
macy and  the  Virginia  Pharmaceutical  Association,  and 
particularly  the  Honorable  W.  Roy  Smith  and  the  Hon- 
orable R.  Maclin  Smith,  who  guided  the  legislation 
through  the  General  Assembly,  the  Committee  comment 
on  the  bill  itself  is  limited  to  the  following: 

The  bill  does  not  affect  physicians  who  hold  the  special 
certificate  of  registration  to  practice  pharmacy  but  it  does 
declare  it  to  be  unprofessional  for  a physician  to  engage 
“in  selling  medicines,  drugs,  eyeglasses,  or  medical  ap- 
pliances or  devices  to  persons  who  are  not  his  own  pa- 
tients”, or  to  sell  “such  articles  to  his  own  patients  either 
for  his  own  convenience,  or  for  the  purpose  of  supple- 
menting his  income”.  The  Pharmacy  Board  retains  its 
power  of  inspection,  but  instead  of  taking  action  against 
physicians  when  it  discovers  evidence  of  any  such  unpro- 
fessional conduct  or  of  violations  of  the  provisions  of 
the  Pharmacy  Code,  it  will  report  such  evidence  to  the 
Board  of  Medical  Examiners,  and  that  Board  will  have 
authority  to  consider  the  merits  of  the  report  and  to  take 
whatever  action  thereon  it  deems  proper. 

II.  Sales  Tax 

The  General  Assembly  at  its  1966  Session  exempted  the 
dispensing  of  drugs  by  physicians  from  the  sales  tax 
law  which  was  adopted  that  year,  but  the  effect  of  the 
exemption  was  nullified  by  departmental  regulation  of  the 
State  Department  of  Taxation.  Counsel  for  The  Medical 
Society  of  Virginia  has  conferred  with  the  State  Tax 
Commissioner  on  four  occasions  with  a view  to  correcting 
this  situation.  Initially  it  appeared  that  the  State  Tax 
Commissioner  would  cooperate  with  physicians  in  work- 
ing up  amendments  to  the  sales  tax  statutes  which  would 
be  acceptable  to  him  and  which  would  not  penalize  doc- 
tors as  contrasted  with  retail  pharmacists  whose  sales  of 


prescription  drugs  are  tax  exempt.  Counsel  for  the  So- 
ciety offered  the  State  Tax  Commissioner  drafts  of  amend- 
ments to  his  regulations  and  to  the  statutes  which  appeared 
to  meet  the  State  Tax  Commissioner’s  objections  to  the 
1966  statute,  but  the  Commissioner  declined  to  amend  his 
regulations  and  the  General  Assembly,  at  the  Governor’s 
and  the  Commissioner’s  request,  permitted  no  amendments 
to  the  sales  tax  exemption  sections  in  the  1968  Session. 

The  State  Tax  Commissioner  has  sent  word  that  he  is 
considering  changes  in  the  sales  tax  regulations  and  we 
are  hopeful  that  fairer  and  more  realistic  regulations  will 
be  adopted. 

F.  Clyde  Bedsaul,  M.D.,  Floyd 

W.  W.  Walton,  M.D.,  Pulaski 

George  A.  Reynolds,  M.D.,  Bowling  Green 

J.  Warrick  Thomas,  M.D.,  Richmond 

Lloyd  T.  Griffith,  M.D.,  Mt.  Holly 

Carl  E.  Starke,  M.D.,  Wytheville 

Mallory  S.  Andrews,  M.D.,  Chairman,  Norfolk 

Osteopathy 

This  Committee  was  appointed  by  the  president  of  The 
Medical  Society  of  Virginia  to  consider  the  advisability 
of  granting  hospital  privileges  to  Doctors  of  Osteopathy. 
This  Committee  met  at  the  Society  headquarters  on  Jan- 
uary 11,  1968.  All  members  of  the  Committee  were  present. 

The  Committee  had  received,  at  their  request,  infor- 
mation from  the  American  Medical  Association  that  was 
pertinent  to  the  problem  of  hospital  privileges.  There  also 
was  a report  of  the  Committee  on  Osteopathy  which  had 
been  submitted  on  December  29,  1965.  Lastly,  Dr.  Henry 
Liebert,  a Doctor  of  Osteopathy,  practicing  in  Richmond, 
accepted  an  invitation  to  attend  the  meeting  of  the  Com- 
mittee. His  presence  was  not  as  a representative  of  the 
Virginia  Osteopathic  Association.  At  the  present  time, 
The  Medical  Society  of  Virginia  has  taken  no  official  stand 
on  the  advisability  of  hospital  privileges  for  Osteopaths. 

Osteopathy  in  the  State  of  Virginia  is  practiced  by  thirty 
osteopathic  physicians.  Of  this  number,  all  but  three  are 
licensed  to  practice  medicine  and  surgery  on  an  unre- 
stricted basis  and  have  been  examined  by  the  State  Board 
of  Medical  Examiners  in  the  same  manner  in  which 
Medical  Doctors  have  been  examined.  They  were  queried 
as  well  on  certain  specific  questions  relating  to  osteop, 
athy.  The  one  or  two  physicians  who  have  a limited  type 
of  license  are  older  and  are  either  retired  or  semi-retired. 
Since  these  osteopathic  physicians  have  taken  the  same 
examination  and  have  unrestricted  licenses  to  practice 
medicine  and  surgery,  we  must  assume  that  osteopathic 
physicians  in  the  State  of  Virginia  have  a similar  medi- 
cal background  to  doctors  of  medicine.  Presumably,  with- 
out individual  examination  of  these  physicians,  we  must 
assume  that  osteopathy  as  practiced  in  the  State  of  Vir- 
ginia is  of  good  quality. 

In  a report  on  the  current  status  of  osteopathy  by  the 
A.M.A.  there  is  a section  entitled  “Legal  Right  of  Osteo- 
paths to  Medical  Society  or  Hospital  Staff  Membership". 
According  to  this  report,  the  law  has  been  well  estab- 
lished that  a private  hospital  may  use  its  own  judgment  in 
admitting  phsyicians  to  the  use  of  its  facilities.  It  has  been 
equally  well  established  that  government  hospitals  may 
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adopt  reasonable  nondiscriminating  rules  regarding  ad- 
mission of  physicians  to  the  use  of  their  facilities.  Appel- 
late courts  in  Colorado,  Florida,  Idaho,  New  Mexico, 
Texas  and  West  Virginia  have  adopted  these  principles 
in  considering  the  right  of  osteopaths  to  hospital  staff  priv- 
ileges. These  courts  have  held  that  a licensed  osteopath 
need  not  be  given  privileges  to  practice  in  a public  hos- 
pital. The  Supreme  Court  of  Nebraska  and  the  Court  of 
Appeals  of  Missouri  have  adopted  a contrary  position. 
Opinions  of  attorneys  general  in  Iowa  and  Michigan  state 
that  osteopaths  are  entitled  to  staff  privileges  in  county 
hospitals.  In  1963  the  Supreme  Court  of  New  Jersey  di- 
rected that  an  osteopath’s  application  for  membership  on 
the  medical  staff  of  a private  hospital  be  considered  with- 
out regard  to  a requirement  in  the  hospital’s  bylaws  which 
limits  applicants  to  graduates  of  medical  schools  approved 
by  the  American  Medical  Association  who  are  members 
of  the  county’  medical  society’. 

In  addition  a letter  from  The  Medical  Society  of  Vir- 
ginia’s own  legal  counsel  to  Dr.  Dennis  McCarty  dated  July 
19,  1966,  stated  it  is  generally  accepted  that  the  managing 
authorities  of  a hospital  may  adopt  and  enforce  reasonable 
regulations  in  respect  to  the  qualifications  of  persons  ad- 
mitted to  practice  therein,  this  being  particularly’  true 
in  the  case  of  private  hospitals.  The  welfare  of  the  pa- 
tient is  the  first  consideration  and  this  would  be  jeopar- 
dized if  there  were  no  restrictions  imposed.  The  reasons 
for  differences  in  decisions  of  various  courts  that  he  re- 
ferred to  in  his  letter,  as  well  as  some  of  those  mentioned 
above  in  this  report,  arise  out  of  the  views  of  the  courts 
as  to  what  regulations  or  restrictions  are  reasonable  and 
what  are  arbitrary,  capricious  or  discriminatory,  or  in 
violation  of  constitutional  rights.  Their  advice  to  the 
Warren  Memorial  Hospital  was  that  an  application  be 
denied,  if  this  was  the  wish  of  the  Trustees,  even  though 
there  was  some  danger  that  the  osteopathic  physician  in 
question  might  make  that  decision  a test  case.  He  also 
stated  that  perhaps  the  Virginia  Hospital  Association 
would  be  equally  concerned  with  this  problem  or  perhaps 
more  so  than  The  Medical  Society  of  Virginia.  The  final 
decision  was  felt  to  rest  with  the  Board  of  Trustees  and 
not  solely  the  medical  staff. 

In  reviewing  osteopathy  as  practiced  in  other  states 
than  Virginia,  we  learn  that  thirty’-seven  states  besides 
Virginia  grant  unrestricted  licenses.  A number  of  states 
have  granted  Doctors  of  Osteopathy’  privileges  in  certain 
hospital  staffs.  In  some  states  these  have  been  largely 
rural  and  small-town  hospitals.  Among  those  States  grant- 
ing hospital  staff  privileges  to  osteopaths  are  Colorado, 
Delaware,  Kansas,  Missouri,  Oklahoma  and  Pennsylvania. 
Perhaps  other  states  have  been  included  on  this  list  more 
recently.  In  reviewing  the  information  available,  some 
state  medical  societies  did  not  feel  it  was  unethical  to  have 
osteopathic  physicians  on  hospital  staffs  and  some  states 
were  actually  encouraging  this  with  the  thought  of  estab- 
lishing a single  medical  practice.  There  was  also  the 
hope  that  there  would  be  a general  upgrading  of  the 
practice  of  osteopathy  which  might  eventually  lead  to 
amalgamation  of  the  two  organizations.  In  Kentucky  the 
following  situation  exists:  “Voluntary  professional  asso- 
ciations are  permitted  and  the  relationship  between  Doc- 
tors of  Osteopathy  and  Doctors  of  Medicine  continue  to 


be  quite  smooth.  The  state  medical  association  has  adopted 
the  position  that  the  admission  of  osteopaths  to  hospital 
staff  privileges  is  strictly  a matter  for  the  trustees  and 
staffs  of  the  individual  hospitals.  With  the  above  infor- 
mation in  hand,  the  committee  met  as  stated  with  Dr. 
Henry  Liebert  and  in  closed  session. 

Dr.  Liebert  was  unaware  of  any  great  urgency  about 
this  problem  and  he  knew  of  no  legal  action  that  was  being 
contemplated  by  any  member  of  the  osteopathic  group  in 
the  State  of  Virginia.  He  did  state,  however,  that  he  knew 
of  two  osteopathic  physicians  in  the  Alexandria  area, 
Drs.  Felix  Swope  and  Harold  A.  Blood,  who  recently  ap- 
plied for  hospital  privileges  in  that  area.  Apparently  this 
had  been  encouraged  by  several  physicians.  A letter  from 
Dr.  Robert  Bregman  to  Dr.  Carl  Parker,  the  Tenth  Dis- 
trict Councilor,  also  mentioned  this  fact. 

Dr.  Liebert  stated  that  referral  of  patients  by  osteo- 
paths to  orthopedic  surgeons  in  the  Richmond  area  was 
currently  being  done  and  had  been  done  for  some  time 
and  that  the  professional  relationship  with  all  physicians 
was  excellent  as  far  as  he  could  ascertain. 

Dr.  Liebert  then  excused  himself  from  the  meeting.  The 
Committee  then  reviewed  the  position  of  the  American 
Medical  Association  and  the  State  of  Virginia  as  well  as 
The  Medical  Society  of  Virginia  with  regard  to  the  prac- 
tice of  osteopathy.  One  additional  factor  that  was  brought 
out  in  the  discussion  was  that  if  osteopaths  were  allowed 
hospital  privileges,  this  might  encourage  additional  osteo- 
paths to  move  into  the  State.  Also,  if  osteopaths  were  ad- 
mitted to  hospital  medical  staffs,  individual  hospitals 
would  have  to  change  their  by-laws  to  permit  this,  al- 
though as  pointed  out  in  the  1963  Supreme  Court  of  New 
Jersey  decision,  it  was  directed  that  an  osteopath’s  ap- 
plication for  membership  on  the  medical  staff  of  a private 
hospital  be  considered  without  regard  to  a requirement 
in  the  hospital’s  by-laws  which  limits  applicants  to  gradu- 
ates of  medical  schools  approved  by  the  American  Medi- 
cal Association  who  are  members  of  the  county  medical 
society. 

In  summary,  after  study  of  the  above  information  by 
the  committee  as  well  as  their  discussion,  the  committee 
is  of  the  following  opinion: 

1.  Most  of  the  osteopathic  physicians  in  the  State  of 
Virginia  have  unrestricted  licenses  to  practice  med- 
icine and  surgery  and  take  the  same  examination  as 
do  Doctors  of  Medicine  plus  a section  on  osteopathic 
medicine. 

2.  Many  states  allow  active  professional  association  be- 
tween osteopathic  physicians  and  Doctors  of  Medi- 
cine with  some  states  having  active  participation  and 
membership  by  osteopathic  physicians  on  hospital 
staffs. 

3.  The  American  Medical  Association  seems  to  be 
encouraging  association  between  the  two  groups  with 
a possible  ultimate  goal  of  amalgamation  of  the  two 
bodies.  Surveys  of  osteopathic  medical  schools  and 
training  programs  reveal  them  to  be  similar  to  reg- 
ular schools  of  medicine,  although  in  general,  most 
are  felt  to  be  of  inferior  quality  when  compared  to 
the  better  medical  schools.  Some  of  the  better  osteo- 
pathic schools  and  training  programs  may  be  com- 
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parable  to  some  of  the  poorer  schools  of  medicine 
and  their  training  programs.  Differences  of  opinion 
have  arisen  about  the  adequacy  of  various  osteo- 
pathic schools  and  residency  training  programs  as 
reported  by  various  committees. 

4.  The  Virginia  Medical  Service  Association  pays 
osteopathic  physicians  as  they  do  other  physicians 
in  the  State. 

5.  If  either  legislation  should  be  introduced  by  the 
osteopathic  physicians  of  this  State  or  if  admission 
to  staff  privileges  should  be  brought  to  a court  of 
law,  it  is  felt  by  the  committee  that  there  is  a 
good  chance  in  either  situation  that  the  osteopathic 
physicians  may  obtain  a favorable  decision. 

In  conclusion,  the  Committee  on  Osteopathy  appointed 
by  the  president  of  The  Medical  Society  of  Virginia  rec- 
ommends the  following: 

1.  The  voluntary  professional  association  between  Doc- 
tors of  Medicine  and  Doctors  of  Osteopathy  be  con- 
tinued and  encouraged.  Especially,  is  this  true  since 
a harmonious  relationship  exists  at  present. 

2.  The  admission  of  osteopaths  to  hospital  staff  priv- 
ileges is  strictly  a matter  for  the  individual  hospitals. 

3.  The  Virginia  Hospital  Association  be  informed  of 
the  position  of  The  Medical  Society  of  Virginia  for 
their  information  and  deliberation. 

C.  Barrie  Cook,  M.D.,  Chairman 

Maternal  Health 

The  Committee  met  on  January  10,  1968,  at  The  Medi- 
cal Society  of  Virginia  headquarters  in  Richmond.  The 
meeting  was  opened  by  Dr.  Chester  L.  Riley,  Chairman. 

The  matter  of  the  increasing  numbers  of  deliveries  by 
attending  staff  for  patients  who  are  unable  to  pay  for  such 
service  was  discussed.  As  fewer  and  fewer  hospitals  have 
house  staffs,  the  burden  of  such  deliveries  is  constantly 
increasing  upon  the  attending  staff. 

There  followed  much  interesting  discussion  on  the  nu- 
merous problems  involved  with  the  hospital  delivery  of 
“service”  patients.  Dr.  Mack  I.  Shanholtz,  State  Health 
Commissioner,  a welcome  guest  at  the  meeting,  stated 
that  the  Governor’s  Commission  on  Medicaid  would  ap- 
preciate the  thinking  and  feelings  of  the  medical  profes- 
sion and  any  of  its  components  regarding  matters  of 
concern  which  the  profession  may  have.  He  will  present 
to  the  Commission  and  Legislature  the  thinking  and  de- 
sires of  The  Medical  Society  of  Virginia. 

As  a result  of  the  discussion,  the  Committee  has  con- 
ducted a State-wide  survey  of  all  hospitals  where  de- 
liveries are  performed  to  determine  the  number  of  vaginal 
and  Caesarean  section  deliveries  performed  without 
charge  by  the  attending  staff.  The  results  of  the  survey 
have  been  received  from  most  of  the  hospitals,  reviewed, 
and  tabulated.  Some  apparent  discrepancies  exist,  and 
efforts  are  being  made  to  secure  more  precise  figures. 
Preliminary  figures  have  been  sent  to  Dr.  Shanholtz,  all 
members  of  this  Committee,  hospital  administrators  and 
others  who  would  likely  have  a direct  interest  in  such  a 
survey. 


Dr.  James  B.  Kenley,  Division  of  Medical  and  Hospital 
Services,  State  Health  Department,  explained  the  work 
being  done  on  preparation  for  implementing  Title  XIX, 
“Medicaid”,  beginning  July  1,  1969,  in  Virginia. 

The  American  College  of  Obstetrics  and  Gynecology 
is  conducting  a nation-wide  study  of  maternity  care.  The 
Committee  on  Maternal  Health  endorses  this  study  and 
recommends  that  all  physicians  and  hospitals  cooperate 
in  this  endeavor. 

During  1967,  thirty-five  maternal  deaths  were  investi- 
gated. During  the  same  time,  there  were  twenty-two 
maternal  deaths  in  the  State,  for  a rate  of  2.6  per  10,000 
live  births — the  lowest  number  and  rate  ever  recorded 
in  Virginia. 

The  Committee  views  with  alarm  and  much  concern 
the  increasing  rise  of  illegitimacy  in  Virginia.  In  1961, 
the  percentage  was  8.1 ; in  1966,  it  was  10.9.% 

Chester  L.  Riley,  M.D.,  Chairman 
James  J.  Dunne,  M.D.,  Secretary 
John  R.  Saunders,  M.D. 

Garrett  Dalton,  M.D. 

William  M.  Gammon,  M.D. 
William  N.  Thornton,  Jr.,  M.D. 

K.  Charles  Latven,  M.D. 

George  Speck,  M.D. 

H.  Hudnall  Ware,  M.D. 

Brock  D.  Jones,  Jr.,  M.D. 

James  M.  Habel,  Jr.,  M.D. 

Mason  C.  Andrews,  M.D. 

Frank  G.  Turner,  M.D. 

William  H.  Cox,  M.D. 

Medicine  and  Religion 

During  the  past  year  the  Committee  met  twice.  On 
May  18th  a three-hour  Saturday  morning  workshop  was 
held  in  Richmond  to  provide  a means  for  all  interested 
County  societies  to  become  familiar  with  the  AMA  pro- 
gram on  Medicine  and  Religion.  Seventeen  representa- 
tives attended  the  workshop.  A considerable  amount  of 
information  was  dispensed  in  the  course  of  the  morning. 
The  participation  of  two  clergymen  was  well  received. 
As  the  number  in  attendance  at  this  year’s  workshop  was 
double  the  year  before,  the  Committee  is  optimistic  and 
hopes  local  programs  involving  physicians  and  clergymen 
will  now  be  possible  throughout  the  State. 

H.  M.  Rogers,  Jr.,  M.D.,  Chairman 
John  W.  Davis,  Jr.,  M.D. 

Charles  R.  Riley,  M.D. 

Philip  Austin,  M.D. 

Bernard  H.  Kasinoff,  M.D. 

Joseph  M.  Straughan,  M.D. 

Rehabilitation 

1.  During  the  year  your  Committee,  which  also  serves 
as  the  Advisory  to  the  Department  of  Vocational  Re- 
habilitation, through  the  cooperation  of  the  councilors 
of  the  Medical  Society  of  Virginia,  increased  the 
number  of  medical  consultants  for  the  area  offices. 

2.  Revised  the  fee  schedule  for  diagnostic  services. 
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3.  Established  a fee  schedule  for  the  professional  com- 
ponent for  procedures  performed  by  hospital  based 
specialists  to  be  used  in  separate  billing. 

4.  Advised  on  the  establishment  of  a cord  injury  project 
at  Woodrow  Wilson  Rehabilitation  Center  and 
helped  with  preparation  of  release  of  this  informa- 
tion on  availability  of  service. 

5.  Held  a one-day  informational  conference  for  the 
area  medical  consultants  and  the  members  of  the 
Rehabilitation  Committee  and  members  of  the  Coun- 
cil of  The  Medical  Society  of  Virginia  who  coop- 
erated in  recommending  the  medical  consultants  for 
the  area  offices. 

6.  Decided  that  Medicaid,  when  it  becomes  available, 
will  provide  for  strictly  physical  restoration  serv- 
ices which  the  Vocational  Rehabilitation  heretofore 
provided.  Up  until  this  time  there  was  no  agency 
other  than  Vocational  Rehabilitation  to  do  the  phys- 
ical restoration. 

7.  More  stress  will  be  made  on  training  with  the 
physical  restoration  being  done  by  another  agency. 

8.  Approved  the  continuation  for  another  year  the  sur- 
gical unit  fee  schedule. 

9.  Expanded  the  committee  to  include  a representative 
from  each  specialty  involved  and  appointed  a sub- 
committee to  study  and  make  recommendations  with 
reference  to  accepting  clients  for  cardiovascular 
surgery. 

Joseph  R.  Blalock,  M.D. 

Jose  D.  Coll,  M.D. 

Robert  Faulconer,  M.D. 

G.  S.  Fitz-Hugh,  M.D. 

Hunter  S.  Jackson,  M.D. 

Fred  M.  Jacobs,  M.D. 

Joseph  T.  Kaye,  M.D. 

Frank  C.  McCue,  III  M.D. 

J.  Treacy  O’Hanlan,  M.D. 

Carney  C.  Pearce,  Jr.,  M.D. 

Reno  R.  Porter,  M.D. 

William  D.  Rusher,  M.D. 

James  L.  Thomson,  M.D. 

W.  W.  Walton,  M.D. 

David  K.  Webster,  M.D. 

Alexander  McCausland,  M.D.,  Chairman 

Medical  Education 

1.  During  the  year  your  Medical  Education  Committee, 
which  also  serves  as  Liaison  to  the  Medical  Schools, 
met  with  representaives  of  the  two  State  medical 
schools  and  considered  problems  common  to  the  med- 
ical schools,  medical  education  and  The  Medical 
Society  of  Virginia. 

2.  Considered  what  is  now  being  done,  the  need  for, 
and  possible  additional  methods  of  training  and  at- 
tracting more  family  physicians. 

3.  Invited  and  heard  from  the  Dean  of  the  University 
of  Oklahoma  Medical  School,  where  16  per  cent  of 
the  graduates  enter  family  practice,  as  to  what  they 
were  doing  in  the  Oklahoma  Community  Clinic  with 
medical  center  affiliation. 

4.  Heard  the  report  of  the  financial  crisis  facing  medi- 


cal schools.  It  was  brought  out  that  few  states  are 
able  to  actually  support  the  medical  schools  suffi- 
ciently. The  medical  schools  have  no  alternative  but 
to  seek  financial  assistance  from  the  federal  govern- 
ment in  the  form  of  grants.  It  was  pointed  out  that 
additional  funds  are  needed  to  help  medical  schools 
achieve  their  objectives.  Their  very  existence  is 
threatened  and  some  might  have  to  close. 

5.  Comprehensive  Health  Planning  was  considered  and 
it  was  agreed  that  considerable  planning  is  needed 
if  the  program  is  worked  efficiently  in  the  best  in- 
terest of  all. 

6.  Evaluated  the  scientific  program  of  the  annual  meet- 
ing of  The  Medical  Society  of  Virginia. 

7.  Considered  and  recognized  the  leaning  of  govern- 
ment toward  group  practice. 

8.  Considered  the  suggestion  that  a survey  of  rural  and 
suburban  physicians  be  made  to  determine  why  they 
like  this  type  of  practice. 

9.  Recognized  that  undergraduate  activities  of  the  med- 
ical schools  are  for  learning,  whereas  residency  ac- 
tivity is  for  training. 

J.  Powell  Anderson,  M.D. 

F.  Ashton  Carmines,  M.D. 

George  J.  Carroll,  M.D. 

Robert  L.  Cassidy,  M.D. 

Charles  E.  Davis,  Jr.,  M.D. 

F.  H.  McGovern,  M.D. 

James  M.  Moss,  M.D. 

Thomas  W.  Murrell,  Jr.,  M.D. 

Richard  E.  Palmer,  M.D. 

W.  Callier  Salley,  M.D. 

Hugh  G.  Stokes,  M.D. 

Alexander  McCausland,  M.D.,  Chairman 

Nurse  Examiners  and  Organized  Nursing 

A joint  meeting  of  the  Liaison  Committee  of  The  Med- 
ical Society  of  Virginia  and  representatives  of  the  State 
Board  of  Nurse  Examiners,  the  Virginia  Nurses  Associa- 
tion, and  the  Virginia  Hospital  Association  was  held  at 
Society  Headquarters  on  June  26,  1968.  Representing  the 
Society  were:  Dr.  Thomas  W.  Murrell,  Jr.,  President; 
Dr.  W.  Nash  Thompson,  Chairman;  Dr.  Bradford  S. 
Bennett;  Dr.  John  P.  Lynch;  Dr.  Daniel  N.  Mohler;  and 
Dr.  Carl  E.  Stark.  Representing  the  State  Board  of  Nurse 
Examiners  and  the  Virginia  Nurses  Association  were  Miss 
Mabel  Montgomery,  Executive  Secretary  of  the  Board; 
Mrs.  Boyd;  Mrs.  Hazelwood;  Mrs.  Wiesman ; Miss 
Dorsye  Russell,  President,  Virginia  Nurses  Association, 
Miss  Fisher;  Mrs.  Walker;  Mrs.  Eichelberger ; Miss 
Paxon;  and  Miss  Schmidt.  Representing  the  Virginia 
Hospital  Association  was  Mr.  Stuart  Ogren. 

Activities  of  the  past  year  were  reviewed.  Dr.  John 
Lynch  reported  that  he  represented  the  Society  at  a “Talk 
Shop”  sponsored  by  Dr.  Yinglin,  which  was  quite  infor- 
mative. He  stated  that  Mrs.  Morrill  M.  Crowe  made  an 
excellent  talk  which  was  well  received. 

It  was  ascertained  that  a large  number  of  those  present, 
including  your  Liaison  Committee  on  Nursing,  attended 
the  Governor’s  Conference  on  Nursing  held  in  Williams- 
burg, March  24-26,  1968.  It  was  the  consensus  of  those 
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present  that  this  was  one  of  the  finest  conferences  they 
had  ever  attended  and  all  are  expectantly  awaiting  the 
final  report  of  the  Governor’s  Committee  on  Nursing. 

Your  chairman  made  a brief  report  on  the  Fourth  Na- 
tional Conference  on  Nursing  held  in  Chicago,  October 
6,  1967.  He  stated  that  the  theme  of  this  conference  was 
How  to  Organize  Liaison  Committees  and  establish  better 
relationship,  coordination  and  understanding  between  the 
Medical  and  Nursing  professions.  It  was  also  brought 
out  that  baccalaureate  and  associate  degree  nursing  pro- 
grams are  being  emphasized  by  the  nursing  profession  as 
a whole  in  order  to  upgrade  the  entire  nursing  profession. 

We  were  fortunate  in  having  with  us  our  President, 
Dr.  Thomas  W.  Murrell  who  gave  an  excellent  talk. 
Dr.  Murrell  pointed  out  that  the  challenge  today  is  to 
develop  new  ideas  and  face  the  problems  now  that  will  be 
confronting  organized  medicine  and  its  allies  in  1967.  He 
expressed  the  opinion  that  with  the  implementation  of 
Medicaid  30%  of  all  the  population  of  Virginia  will  be 
covered  by  HEW  regulations.  All  facets  of  health  serv- 
ices will,  through  necessity,  have  to  be  accelerated.  Med- 
ical technicians  and  assistants  will  be  a necessity  to  render 
adequate  medical  care. 

Miss  Mabel  Montgomery,  Executive  Secretary  of  the 
State  Board  of  Examiers  of  Nurses,  gave  the  committee 
another  of  her  fine  reports  of  the  status  of  the  activities 
of  the  State  Board  of  Nursing.  In  1967,  17,711  certificates 
were  issued  or  renewed,  an  increase  of  690  over  the  pre- 
vious year.  Of  these  13,191  are  practicing  in  Virginia, 
an  increase  of  498  from  the  year  before. 

The  committee  was  informed  that  there  are  now  22 
hospital-based  diploma  schools,  five  associate  degree 
schools,  and  five  baccalaureate  degree  programs  operat- 
ing in  Virginia,  and  that  another  associate  degree  pro- 
gram is  to  start  its  first  class  in  1969  at  Patrick-Henry 
College  in  Martinsville.  Also  41  accredited  practical  nurs- 
ing programs  have  been  active  throughout  the  State  and 
five  additional  programs  added  in  1967. 

The  topic  of  subsidizing  hospital-based  nursing  schools 
was  led  by  Dr.  John  Lynch.  After  considerable  discussion 
it  was  decided  no  action  should  be  taken  until  the  report 
of  the  Governor’s  Committee  on  Nursing  is  available. 

Mr.  Ogren,  Executive  Secretary  of  the  Virginia  Asso- 
ciation, commented  that  the  rising  cost  of  hospitalization 
is  directly  due  to  the  increased  cost  of  materials,  supplies, 
foods,  etc.  and  the  Minimum  Wage  Law.  He  stated  that 
hospital  care  cost  is  rising  at  a rate  of  approximately  20% 
per  year. 

Mrs.  Russell,  President  of  Virginia  Nurses  Association, 
informed  the  committee  that  refresher  courses  are  avail- 
able for  those  nurses  who  have  been  out  of  nursing  sev- 
eral years  and  would  like  to  return  to  nursing.  In  sev- 
eral areas  where  this  course  has  been  offered  the  results 
have  been  very  encouraging. 

M iss  Russell  also  presented  the  committee  with  copies 
of  regulations  governing  nurses  performing  electrical 
defibrillations  in  emergencies. 

Your  committee  recommends  that  The  Medical  Society 
of  Virginia  approve  the  following  “Proposed  Statement 
on  Emergency  Electrical  Defibrillation.”  “The  registered 
nurse,  after  being  properly  instructed,  may  perform  emer- 


gency electrical  defibrillation  in  the  following  circum- 
stances : 

“1.  If  the  physician  is  not  in  immediate  attendance. 

“2.  The  electrocardiographic  diagnosis  of  ventricular 
fibrillation  has  been  made. 

“3.  If  it  is  authorized  by  the  direct  order  of  a licensed 
doctor  of  medicine  or  pursuant  to  standing  pro- 
cedure established  and  accepted  by  both  the  medical 
and  nursing  staffs  of  the  institution. 

“4.  The  policy  regarding  the  nurse’s  role  is  determined 
by  the  institution  in  which  she  works  and  is  clearly 
stated  in  writing  and  is  available  to  the  physician 
and  nurses,  and 

“5.  A program  of  continuing  education  is  established 
to  insure  the  nurse’s  maintaining  an  acceptable  level 
of  knowledge  and  skill  in  this  area. 

“Properly  instructed  means  a course  of  instruction,  dem- 
onstration, and  supervision  in  which  she  is  taught  to 
identify  the  arrhythmia  and  safely  defibrillate  the  patient. 
A record  must  be  made  and  signed  that  the  individual 
nurse  has  been  properly  instructed. 

“A  licensed  physician  and  other  designated  categories 
of  personnel  are  to  be  immediately  summoned  to  assist 
the  registered  nurse  who  is  carrying  out  the  procedure. 

“Prepared  by  Committee  on  Practice,  NSA  Section, 
VNA  February  29,  1968. 

“Approved  by  Committee  on  Professional  Nursing  Prac- 
tice, VNA  March  4,  1968. 

“Approved  by  Board  of  Directors,  VNA,  June  4,  1968”. 

W.  Nash  Thompson,  M.D.,  Chairman 

Bradford  S.  Bennett,  M.D. 

John  P.  Lynch,  M.D. 

Daniel  N.  Mohler,  M.D. 

James  M.  Moss,  M.D. 

Carl  A.  Stark,  M.D. 

Cancer 

The  Cancer  Committee  of  the  Medical  Society  of  Vir- 
ginia held  its  annual  meeting  in  February  1968  at  the 
library  of  the  Richmond  Academy  in  Medicine.  The  com- 
mittee reviewed  a survey  of  tumor  clinics  which  had  been 
conducted  during  the  preceding  year  by  members  of  the 
committee.  Twelve  of  the  approved  tumor  clinics  in  Vir- 
ginia had  been  surveyed  and  a summary  of  the  informa- 
tion obtained  was  presented  and  discussed.  It  is  hoped 
that  in  the  coming  year  other  tumor  clinics  in  Virginia 
will  be  visited  and  included  in  the  survey. 

The  survey  brought  out  certain  changes  that  have  oc- 
curred in  the  cancer  control  program  over  recent  years. 
The  Cancer  Committee  felt  that  it  was  pointed  out  that 
there  are  three  definite  units  of  tumor  activities  for  a 
community  hospital.  These  would  be  the  tumor  board, 
the  tumor  registry,  and  the  tumor  clinic.  The  tumor 
board  would  function  as  a standing  committee  of  the  staff 
and  set  policy  for  the  treatment  of  all  tumors  admitted 
to  a particular  institution.  The  tumor  board  should  fre- 
quently examine  and  review  the  methods  of  treatment  and 
compare  the  results  with  those  in  similar  institutions.  This 
method  of  constant  re-evaluation  would  upgrade  the  over- 
all tumor  patient  care  in  the  particular  institution.  This 
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tumor  board  is  not  a clinic  and  should  not  function  as  one. 

A tumor  clinic  would  be  a clinic  held  in  the  outpatient 
department  or  clinic  of  a particular  institution  and  serve 
as  a center  for  those  patients  who  are  unable  to  obtain 
medical  care  for  the  diagnosis  and  treatment  of  malignant 
tumors  in  their  community.  This  clinic  could  then  func- 
tion as  a service  clinic,  much  in  the  same  way  as  other 
outpatient  clinics  in  any  particular  hospital.  In  addition 
to  this,  it  is  hoped  that  the  tumor  clinic  would  be  handled 
in  a special  way  and  that  each  tumor  clinic  would  have 
its  own  board  of  qualified  physician  specialists  who  would 
supervise  the  care  of  these  cases. 

The  tumor  registry  is  the  third  component  of  the  overall 
tumor  program  in  each  hospital  and  consists  of  a medical 
records  librarian  who  keeps  adequate  statistics  on  all  cases 
admitted  either  to  the  outpatient  department  or  inpatient 
service  upon  whom  a diagnosis  of  malignancy  is  made. 
These  statistics  are  periodically  released  for  review  by  the 
medical  staff  and  the  tumor  board  of  the  hospital.  In 
addition  to  this  appropriate  reports  are  then  made  to  the 
local,  state  and  national  agencies. 

The  hospital  of  the  future  will  probably  be  a com- 
munity hospital  without  indigent  patients.  The  old  con- 
cept of  outpatient  departments  and  outpatient  clinics  and 
indigent  patients  will  gradually  disappear.  Many  of  these 
hospitals,  therefore,  would  have  a tumor  board  and  a 
tumor  registry  but  not  a tumor  clinic.  This  fact  alone  is 
probably  the  biggest  single  change  in  our  tumor  programs 
over  the  past  few  years. 

The  Cancer  Committee  of  The  Medical  Society  of  Vir- 
ginia continues  to  review  its  tumor  registry  program  as 
carried  out  in  this  State.  The  Cancer  Committee  will  work 
with  members  of  the  Regional  Medical  Planning  Sub- 
committee on  cancer  for  the  establishment  of  a better 
tumor  registry  in  the  State  in  the  near  future.  This  pro- 
gram is  already  under  careful  investigation  and  it  would 
be  hoped  that  within  the  next  year  definite  information 
would  be  forthcoming  to  the  members  of  the  medical  pro- 
fession in  this  regard.  It  is  felt  that  any  program  to  be 
successful  in  Virginia  would  have  to  allow  for  an  ac- 
curate classification  of  the  various  types  of  malignant  dis- 
ease and  its  method  of  treatment  and  that  this  would  have 
to  be  standardized  for  all  institutions  in  the  State.  Once 
this  was  accomplished,  the  newer  computer  techniques 
would  then  make  a tremendous  amount  of  knowledge 
available  to  the  physicians  and  institutions  involved  in 
this  program. 

The  Chairman  of  the  Cancer  Committee  wishes  to 
thank  each  member  of  this  committee  who  has  worked  so 
hard  over  the  past  few  years  in  surveying  the  various 
clinics  throughout  the  state.  These  interested  physicians 
have  made  the  chairmanship  of  this  committee  a very 
pleasant  experience. 

Claiborne  W.  Fitchett,  Chairman 

Blue  Shield  Directors 

After  many  meetings,  including  that  of  the  special 
Blue  Shield  “Commission”,  the  usual  and  customary  fee 
plan  (7510)  was  approved  by  Council  and  is  now  being 
sold.  It  is  thought  that  the  many  changes  made  should 
meet  any  valid  objections  to  this  plan. 


The  Virginia  Medical  Service  Association  now  has 
been  changed  to  “Blue  Shield  of  Virginia”. 

Fletcher  J.  Wright,  Jr.,  M.D.,  Chairman 

Air  Pollution 

The  Air  Pollution  Committee  met  at  Society  Head- 
quarters on  December  9,  1967.  Another  meeting  will  be 
held  this  fall. 

Actually  as  far  as  the  Medical  Society  is  concerned 
there  has  been  comparatively  little  activity  required  in 
this  field.  This  is  because  of  the  carefully  considered  ac- 
tivities of  the  State  Air  Pollution  Control  Board  under 
the  direction  of  Mr.  Richard  Arey.  Your  committee  has 
maintained  close  and  frequent  communication  with  the 
Director  of  the  State  Board. 

Gradual  but  important  progress  is  being  made  in  the 
overall  field  of  air  pollution. 

All  new  automobiles  have  control  devices  which  reduce 
the  emission  of  pollutants  about  30%.  These  are  being  im- 
proved for  the  1969  model  year.  This  is  important  since 
almost  two-thirds  of  the  entire  air  pollution  problem  in 
the  United  States  comes  from  the  internal  combustion 
engine. 

Another  important  area  of  progress  is  in  the  regulation 
of  sulfur  content  of  oil  and  coal  for  home  heating  and 
industry.  A difficulty  here  is  in  finding  enough  of  these 
fuels  with  low  sulfur  content.  It  is  quite  important  how- 
ever since  some  of  the  sulfur  compounds  which  can  pollute 
the  air  are  quite  irritating  to  the  respiratory  tree.  This, 
can  be  especially  dangerous  to  patients  with  chronic  res- 
piratory disease. 

Methods  are  available  to  reduce  the  sulfur  content  of 
these  fuels,  but  they  are  expensive. 

In  summary,  progress  is  being  made  in  air  pollution 
control,  but  it  is  neither  cheap  nor  easy. 

William  S.  Hotchkiss,  M.D.,  Chairman 

Conservation  of  Sight 

No  special  problems  were  brought  to  the  attention  of 
this  committee  during  the  year  and,  consequently,  no  meet- 
ings were  held. 

Edgar  Childrey,  Jr.,  M.D.,  Chairman 
Mental  Health 

The  Committee  on  Mental  Health  met  on  April  18, 
and  July  18,  1968. 

Dr.  Thomas  W.  Murrell,  Jr.,  President  of  The  Medical 
Society  of  Virginia  was  guest  of  the  Committee  at  its  first 
meeting.  He  discussed  with  the  Committee  many  timely 
items,  involving  all  physicians  and  medicine  as  a whole 
throughout  the  State  of  Virginia.  Dr.  Murrell  called  the 
Committee’s  attention  to  the  fact  that  the  State  Hospital 
Board  would  gain  two  additional  members  on  July  1, 
1968,  as  a result  of  recent  legislation  setting  the  number 
of  members  for  all  State  Boards  at  nine.  It  was  the  opin- 
ion of  Dr.  Murrell,  as  well  as  the  entire  Mental  Health 
Committee,  that  more  psychiatrists  should  be  on  the  State 
Hospital  Board.  It  was  suggested,  and  approved  by  the 
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Committee,  that  the  Mental  Health  Committee  join  with 
the  Neuropsychiatric  Society  of  Virginia  in  preparing  a 
list  of  names  which  would  be  submitted  to  the  Governor 
for  consideration,  possibly  by  the  President  of  The  Medi- 
cal Society  of  Virginia  and  the  President  of  the  Neuro- 
psychiatric Society  of  Virginia.  Five  names  of  psychia- 
trists were  approved  by  the  Committee  to  be  recommended 
to  the  Governor  for  consideration. 

The  Chairman  of  the  Mental  Health  Committee  reported 
on  the  Fourteenth  Annual  Conference  of  State  Mental 
Health  Representatives  which  he  attended  in  Chicago, 
Illinois,  March  15  and  16,  1968.  The  theme  for  the  1968 
meeting  was  Drug  Abuse,  especially  as  it  relates  to  ado- 
lescents and  young  adults  at  the  present  time.  It  was  felt 
that  the  subject  was  very  timely  in  view  of  the  alarming 
increase  in  the  use  of  such  drugs  as  Marijuana,  LSD, 
Amphetamines,  and  Barbiturates  among  adolescents  and 
young  adults. 

During  both  meetings  of  the  Mental  Health  Committee, 
the  bond  issue  to  be  voted  on  by  the  Virginia  electorate 
on  November  5,  1968,  to  finance  the  Construction  Program 
for  Virginia  Mental  Hospital  System  for  the  biennium 
1968-70,  came  up  for  much  discussion.  The  bond  issue 
of  $13,770,000,  would  go  towards  the  construction  of  facili- 
ties at  the  various  state  mental  hospitals,  the  construction 
of  an  entirely  new  institution  at  Northern  Virginia,  and 
preparation  of  architectual  plans  for  two  other  new  insti- 
tutions. The  bond  issue  also  calls  for  the  issuance  of 
$67,230,000  for  buildings  at  the  various  colleges  and  con- 
struction of  six  new  community  colleges.  The  Committee 
unanimously  approved  its  support  of  the  bond  issue  and 
sent  a formal  statement  to  the  Council  of  The  Medical 
Society  of  Virginia  recommending  and  urging  that  it  sup- 
port the  two  bond  issues.  At  the  second  meeting  of  the 
Committee,  on  July  18,  1968,  the  Committee  was  advised 
that  The  Society  is  now  on  record  as  supporting  both  bond 
issues  and  that  its  action  has  been  made  known  to  inter- 
ested groups.  The  Committee  signified  its  willingness 
and  desire  to  assist  by  any  means  to  publicize  the  need 
for  the  passage  of  the  bond  issue,  especially  among  the 
■medical  profession  throughout  the  State  of  Virginia. 

The  Committee,  after  discussing  the  upcoming  V.A.L.C. 
Study  of  Abortions  and  abortion  laws  for  the  State  of 
Virginia,  agreed  that  by  all  means  psychiatry  should  be 
represented  on  the  Commission  and  urged  that  a psy- 
chiatrist be  appointed  to  the  Study  Commission. 

The  Committee’s  attention  was  called  to  the  supple- 
mental disability  insurance  program  sponsored  by  The 
Medical  Society  of  Virginia.  It  was  pointed  out  that  the 
plan  is  discriminatory  in  its  coverage  for  mental  illness. 
The  Chairman  of  the  Committee  was  authorized  to  con- 
tact the  Society’s  Insurance  Committee  and  inform  them 
of  the  Mental  Health  Committee’s  displeasure  concerning 
this.  (This  was  discussed  with  the  Chairman  of  the  In- 
surance Committee  of  The  Medical  Society  of  Virginia.) 

On  June  29,  1968,  the  Sixth  Seminar  entitled  “Psychia- 
try for  the  General  Practitioner”  was  held  at  Westbrook 
Psychiatric  Hospital.  The  Seminar  was  sponsored  by  the 
Virginia  Academy  of  General  Practice,  the  Mental 
Llealth  Committee  of  The  Medical  Society  of  Virginia  and 
'The  Neuropsychiatric  Society  of  Virginia.  Those  attend- 
ing were  complimentary  of  the  program  and  were  hope- 


ful that  these  Seminars  would  be  continued.  The  Modera- 
tor was  Dr.  J.  McDermott  Barnes,  Associate,  Westbrook 
Psychiatric  Hospital.  Dr.  Barrie  S.  Greiff,  Harvard  Uni- 
versity Student  Health  Service,  Research  Fellow-Assistant 
Psychiatrist  at  Harvard  University  spoke  on  “Drug  Usage: 
Instant  Happiness?”,  and  Dr.  William  C.  Ruffin,  Jr.,  As- 
sociate Professor  of  Psychiatry,  College  of  Medicine,  Uni- 
versity of  Florida,  spoke  on  “Management  of  Psychiatric 
Problems  in  the  Aged  in  General  Medical  Practice”,  and 
Dr.  Hiram  W.  Davis,  Commissioner,  Department  of  Men- 
tal Hygiene  & Hospitals,  Richmond,  discussed  New  Ad- 
mission Procedures  for  the  Mentally  111  to  Psychiatric 
Hospitals. 

The  committee,  at  its  second  meeting  had  as  its  guest, 
Dr.  Hiram  Davis,  Commissioner  of  the  Department  of 
Mental  Hygiene  & Hospitals.  Dr.  Davis  discussed  the 
bond  issue  already  referred  to  in  this  report,  as  well  as 
new  laws  recently  enacted  by  the  Virginia  General  As- 
sembly which  deals  mainly  with  the  manner  of  admission 
of  mental  patients  to  psychiatric  hospitals  throughout  the 
State  of  Virginia.  He  also  discussed  the  new  statute  deal- 
ing with  the  establishment  of  comprehensive  mental  health 
centers  in  Virginia. 

The  Committee’s  attention  was  called  to  problems  that 
have  arisen  by  some  psychiatrists  when  treating  patients 
under  the  Veterans  Administration  Home  Town  Care 
Program.  It  was  unanimously  approved  by  the  Commit- 
tee that  psychiatry  be  represented  at  any  future  negotia- 
tions with  the  Veterans  Administration  concerning  fee 
schedules  for  physicians. 

The  Chairman  wishes  to  express  to  the  remainder  of 
this  Committee  and  to  Mr.  Robert  I.  Howard,  Executive 
Secretary  of  The  Medical  Society  of  Virginia,  his  appre- 
ciation for  their  cooperation  and  assistance  in  the  for- 
mulation of  this  report. 

John  R.  Saunders,  M.D.,  Chairman 

W.  D.  Buxton,  M.D. 

R.  Coleman  Longan,  Jr.,  M.D. 

Joseph  R.  Blalock,  M.D. 

R.  Terrell  Wingfield,  M.D. 

Emory  F.  Hodges,  Jr.,  M.D. 

Robert  B.  Neu,  M.D. 

Robert  H.  Thrasher,  M.D. 

Blue  Shield  Commission 

The  Blue  Shield  Commission  has  had  two  meetings, 
November  19  and  January  21.  The  Commission  made  its 
first  report  to  the  Council  at  its  January  meeting  with 
the  following  recommendations. 

1.  That  the  7510  Plan  of  Blue  Shield  be  approved  with 

the  following  modifications: 

a.  Physician’s  fees  will  ordinarily  be  paid  as  billed. 

b.  Fees  which  seem  to  be  unusual  will  first  be  re- 
viewed by  Blue  Shield’s  own  Schedule  of  Al- 
lowances Committee.  Those  cases  not  approved 
for  full  payment  by  that  Committee  will  be  re- 
ferred to  a Special  Review  Committee  of  The 
Medical  Society  of  Virginia. 

c.  Profiles  developed  through  recent  surveys  will  be 
returned  to  individual  physicians.  Present  guide- 
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lines  would  be  under  constant  review  and  revi- 
sions made  as  indicated  from  claim  experience. 

This  recommendation  with  the  three  modifications  was 
approved  by  Council  and  this  information  was  transmitted 
to  Mr.  Robert  Denzler  of  Blue  Shield  of  Virginia. 

The  Board  of  Virginia  Medical  Service  Association 
announced  that  the  following  provisions  would  be  in  ef- 
fect on  all  contracts  sold  on  their  7510  Plan. 

1.  Fees  to  all  physicians  will  ordinarily  be  paid  as 
billed. 

2.  All  profiles  previously  submitted  to  the  Virginia 
Medical  Service  Association  will  be  returned  to  the 
physicians  who  submitted  them.  There  will  be  no 
requirement  that  the  physicians  give  90  days  notice 
for  any  change  in  fee  schedule. 

3.  If  a physician  submits  a fee  which  is  thought  not 
to  be  within  the  usual  and  customary  range,  it  will 
first  be  reviewed  by  the  Schedule  of  Allowances 
Committee  of  the  Virginia  Medical  Service  Asso- 
ciation. If  this  committee  cannot  resolve  any  ques- 
tions relating  to  fees  from  physicians,  such  cases  will 
be  referred  to  the  Insurance  Review  Committee  ap- 
pointed by  the  President  of  The  Medical  Society 
of  Virginia. 

As  a result  of  this  study,  the  Board  of  Virginia  Medi- 
cal Service  Association  changed  the  provisions  in  the  7510 
Contract  so  there  would  no  no  difference  in  the  payments 
of  fees  to  participating  the  non-participating  physicians. 
An  effort  was  made  by  Blue  Shield  to  reimburse  the  con- 
tract holders  who  consulted  non-participating  physicians 
prior  to  this  date.  This  information  was  forwarded  to 
the  members  of  The  Medical  Society  by  Dr.  Wright  and 
Dr.  Murrell  in  a letter  dated  April  25,  1968. 

William  R.  Hill,  M.D.,  Chairman 

Liaison  to  Virginia  Hospital  Association 

Your  Committee  met  four  times  during  the  past  year 
with  a similar  Committee  representing  the  Virginia  Hos- 
pital Association.  As  a result  of  these  quarterly  sessions, 
we  sincerely  believe  that  our  two  Associations  better 
understand  and  appreciate  the  other’s  problems  and  rec- 
ognize the  necessity  of  working  together  at  all  times. 

Although  a great  many  things  were  discussed  by  our 
two  Committees,  we  will  touch  briefly  only  on  those 
which  we  believe  are  of  special  interest  and  importance. 
One  of  these  is  Comprehensive  Health  Planning  and  both 
groups  realize  the  far-reaching  implications  of  this  all- 
encompassing  program.  The  State  Department  of  Health, 
charged  with  administration  of  this  program  in  Virginia, 
has  employed  a Director  and  an  Advisory  Council  has 
recently  been  appointed. 

Your  Committee  definitely  believes  that  our  State  Health 
Department  wishes  to  involve  physicians  to  the  maximum 
extent  possible — and  this,  of  course,  is  most  commendable. 
We  fear,  however,  that  guidelines  established  by  the 
Federal  Government  could  well  stymie  the  role  of  the 
various  professions  and  give  consumers  the  power  to 
dominate  the  program.  This  is  something  we  must  watch 
as  closely  as  possible. 


Our  two  Committees  have  agreed  that  a Statewide 
Conference  on  Comprehensive  Health  Planning  should  be 
sponsored  by  The  Medical  Society  of  Virginia  and  Vir- 
ginia Hospital  Association  just  as  soon  as  possible.  Inter- 
pretation of  the  law  and  a thorough  understanding  of  its 
implications  are  vitally  needed  at  this  time.  Tentative 
plans  for  such  a Conference  have  been  made  and  it  is 
hoped  that  it  can  be  presented  early  in  1969. 

Title  XIX — sometimes  referred  to  as  “Medicaid” — was 
discussed  by  the  two  Committees  in  some  detail  and  its 
importance  to  both  physicians  and  hospitals  cannot  be 
stressed  enough.  When  Title  XIX  becomes  effective  on  July 
1,  1969,  it  will  probably  involve  some  6.8%  of  the  popu- 
lation. The  startling  fact,  however,  is  that  by  1975 
the  program  could  well  involve  33%  of  the  population! 

Physician  membership  on  hospital  Boards  received 
much  consideration  and  medicine’s  position  was  explained. 
It  was  suggested  that  the  Virginia  Hospital  Association 
conduct  a survey  to  determine  the  number  of  hospitals 
which  have  physician  members  on  their  Boards.  A fur- 
ther suggestion  would  have  VHA  promote  the  concept  of 
physician  Board  members.  This  is  just  another  example 
of  how  our  two  Associations  cooperate  for  our  common 
good  when  matters  of  mutual  interest  are  discussed  frankly 
and  in  good  faith. 

Many  other  matters  of  interest  were  considered  during 
the  year,  including  such  subjects  as  Hill-Burton,  Social 
Security  Amendments,  Heart-Cancer-Stroke,  Nursing 
School  Subsidies,  etc. 

Your  Committee  sincerely  believes  that  the  last  year 
has  been  extremely  profitable  and  would  urge  that  joint 
meetings  between  our  two  groups  be  continued  on  a regu- 
lar schedule. 

Richard  E.  Palmer,  M.D. 

Alexander  McCausland,  M.D. 

Dennis  P.  McCarty,  M.D. 

John  T.  Myles,  M.D. 

James  Asa  Shield,  M.D.,  Chairman 

Liaison  to  State  Bar 

The  Joint  Medico-Legal  Panel  for  Screening  Medical 
Malpractice  Cases  has  continued  throughout  the  year  to 
hear  cases  constituting  potential  malpractice  suits.  It 
has  been  possible,  through  the  deliberations  of  this  Panel, 
to  settle  these  cases  outside  the  courtroom. 

Most  of  the  Panel  hearings  have  come  about  as  a 
result  of  agreement  on  both  sides  of  the  issue,  but  there 
have  been  some  cases  in  which  unilateral  hearings  were 
necessary.  In  these  instances  the  potential  defending  phy- 
sician declined  to  appear. 

It  is  the  feeling  of  the  Committee  that  no  harmful  ac- 
tions to  the  physicians  concerned  have  occurred  as  a 
result  of  the  policy  of  permitting  unilateral  hearings.  It 
is  the  hope  of  the  Screening  Panel  that  most  of  the  po- 
tential malpractice  suits  in  the  State  can  be  brought  before 
it  for  consideration.  Only  in  this  way  can  a great  many 
potential  suits  be  effectively  handled  outside  the  court- 
room. 

Your  Committee  hopes  very  much  that  all  members  of 
The  Medical  Society  of  Virginia  are  aware  of  the  ex- 
istence of  the  Panel.  This  is  most  important  if  it  is  to 
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realize  its  full  potential.  Consequently,  every  effort  should 
be  made  to  keep  the  membership  constantly  informed 
about  the  Panel  and  its  activities.  The  State  Bar  is  also 
doing  everything  possible  to  keep  its  own  members  aware 
of  the  Panel’s  existence. 

Carrington  Williams,  Jr.,  M.D.,  Chairman 

Walter  Reed 

This  year  Council  voted  to  deed  the  Walter  Reed  Birth- 
place property  to  the  Association  for  the  Preservation  of 
Virginia  Antiquities.  The  Association  has  accepted  the 
offer  and  plans  are  being  made  for  the  transfer.  It  is 
understood  that,  when  possible,  The  Medical  Society  of 
Virginia  will  continue  to  contribute  to  the  upkeep. 

The  proposed  rick  fence  was  never  constructed  because 
the  cost  was  prohibitive  but  the  committee  of  the  A.P.V.A. 
and  your  committee  have  decided  to  build  a less  expensive 
rail  fence  with  the  money  allotted  for  the  fence. 

A pilgrimage  to  the  Birthplace  was  made  in  April  by 
Dr.  William  B.  Bean,  esteemed  physician,  historian  and 
philosopher.  Dr.  Bean  is  currently  working  on  the  Phillip 
Hench  Collection  of  the  Walter  Reed  material  at  the 
University  of  Virginia. 

Thomas  E.  Smith,  M.D. 

Sterling  Ransone,  M.D. 

Raymond  S.  Brown,  M.D. 

Advisory  to  Welfare 

There  was  no  meeting  of  the  Advisory  Committee  to 
the  Department  of  Publbic  Welfare  during  the  past  year. 
The  advent  of  Medicare  has  apparently  abolished  most 
of  the  problems  with  which  this  Committee  was  con- 
cerned. 

A question  has  been  raised,  however,  concerning  So- 
ciety policy  on  physicians’  fees  for  Welfare  patients  and 
it  is  possible  that  a meeting  with  Welfare  officials  will 
be  arranged  in  the  near  future. 

Robley  D.  Bates,  Jr.,  M.D.,  Chairman 

Dependents’  Medical  Care 

The  Committee  met  twice  during  the  past  year  and 
reviewed  some  thirty  claims  requiring  special  considera- 
tion. This  number  is  about  average. 

The  Medical  Society  of  Virginia  no  longer  serves  as 
contracting  agent  under  the  CHAMPUS  Program— this 
change  being  made  when  the  Program,  for  all  intents 
and  purposes,  adopted  the  “usual  and  customary”  ap- 
proach. 

Your  Committee  would  again  call  the  attention  of  the 
membership  to  the  fact  that  physicians  have  the  right 
to  bill  direct  under  the  Program.  The  key  is,  as  always, 
the  patient — who  has  complete  free  choice  of  physician. 
Should  the  patient  choose  a physician  who  wishes  to  use 
the  direct  billing  approach,  then  the  patient  must  seek 
reimbursement  directly  from  CHAMPUS. 

We  hope  and  expect  that  the  “usual  and  customary” 
approach  will  serve  to  reduce  to  a bare  minimum  those 
claims  referred  to  the  Committee  for  review  and  rec- 
ommendation. 

W.  Linwood  Ball,  M.D.,  Chairman 


Judicial 

The  Judicial  Committee  has  had  no  activity  or  any 
specific  business  referred  to  it  during  the  past  year. 

The  Committee  has  been  involved  with  a continuing 
study  of  a proposed  revision  of  the  Constitution  and  By- 
Laws.  A report  of  recent  activity  will  be  made  to  the 
Council  at  their  request. 

Charles  W.  Whitmore,  M.D. 

R.  H.  Fisher,  M.D. 

John  A.  Martin,  M.D.,  Chairman 

Insurance 

Your  Insurance  Committee  held  one  formal  meeting 
during  the  year  and  the  following  were  among  the  more 
interesting  matters  considered: 

1.  Professional  Liability 

We  are  pleased  to  report  that  88%  of  the  membership 
is  now  participating  in  our  professional  liability  program 
— an  all  time  high.  We  regret  to  report,  however,  that 
over  100  potential  suits  are  now  outstanding — not  a very 
good  sign.  Although  the  experience  for  a general  phy- 
sician has  been  very  good,  the  surgical  categories  have 
been  hit  extremely  hard. 

As  a result  of  rating  experience,  the  carrier  had  no 
alternative  but  to  recommend  a premium  increase  of  15%. 
This  increase  would  be  borne  largely  by  those  categories 
in  which  the  majority  of  claims  originate. 

At  the  present  time,  only  about  ten  states  can  claim 
lower  premium  rates  than  Virginia  and  your  Committee 
hopes  very  much  that  an  overall  rate  decrease  might  soon 
be  in  order,  rather  than  the  increase  found  necessary  this 
year. 

2.  Life  Program 

At  the  recommendation  of  the  Committee,  Council  has 
approved  a life  insurance  program  to  be  underwritten 
by  the  Northwestern  National  Life  Insurance  Company 
and  administered  by  the  John  E.  Woodward  Agency  of 
Richmond.  The  program  is  quite  flexible  and  offers  basic 
coverage  of  $10,000  or  $20,000.  Options  are  provided  for 
additional  future  coverage. 

This  particular  program  was  negotiated  at  the  request 
of  many  interested  members  and  we  hope  it  will  prove  to 
be  exactly  what  they  need.  Detailed  information  on  the 
plan  should  be  in  the  mail  within  the  next  few  weeks. 

3.  Retirement 

The  Society’s  new  retirement  program  is  receiving  an 
excellent  reception.  Nearly  200  inquiries  have  been  re- 
ceived and  approximately  60  plans  are  already  in  effect. 
Even  though  this  program  is  most  attractive,  your  Com- 
mittee intends  to  do  everything  possible  to  make  it  even 
more  appealing  as  time  goes  on. 

4.  Other  Programs 

It  is  good  to  report  that  our  disability,  major  hospital, 
professional  overhead  and  accidental  death  programs  are 
doing  well.  All  in  all,  your  Committee  sincerely  believes 
that  The  Medical  Society  of  Virginia  has  one  of  the 
better  balanced  insurance  programs  in  the  nation.  Mem- 
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bers  of  the  Committee  are  always  anxious  to  hear  from 
the  membership  concerning  any  thoughts,  problems,  etc., 
they  may  have  with  reference  to  existing  or  proposed 
programs. 

W.  D.  Lewis,  M.D. 

Harry  B.  Stone,  Jr.,  M.D. 

C.  M.  McCoy,  M.D. 

Alvin  E.  Conner,  M.D. 

Fletcher  J.  Wricht,  Jr.,  M.D. 

John  W.  Giesen,  M.D. 

A.  L.  Herring,  Jr.,  M.D.,  Chairman 

Advisory  to  Woman’s  Auxiliary 

The  Advisory  Committee  to  the  Woman's  Auxiliary  to 
The  Medical  Society  of  Virginia  met  with  members  of 
the  Auxiliary  in  Williamsburg  on  March  10,  1968.  The 
meeting  was  held  at  the  Williamsburg  Lodge.  Those  in 
attendance  were  Dr.  and  Mrs.  K.  K.  Wallace,  Sr.,  Dr. 
and  Mrs.  Malcolm  Harris,  Dr.  and  Mrs.  Daniel  Anderson, 
Dr.  and  Mrs.  Robert  D.  Keeling,  Dr.  and  Mrs.  Carl  Stark 
and  Dr.  K.  K.  Wallace,  Jr. 

The  Committee  gave  much  consideration  to  proposed 
Auxiliary  projects  involving  health  careers  work.  It  was 
recommended  that  the  Auxiliary  seek  to  sponsor  a state 
health  careers  day.  Such  a project  would  be  worked  out 
with  the  cooperation  of  the  Medical  College  of  Virginia 
and  the  University  of  Virginia  School  of  Medicine.  Mem- 
bers of  Health  Clubs  and  Future  Nurses  Clubs  would  be 
brought  to  one  of  the  medical  schools  for  a day  of  lec- 
tures, workshops  and  tours  of  the  facilities.  Local  Aux- 


iliary members  would  be  asked  to  accept  responsibility  for 
transporting  and  chaperoning  the  students. 

The  Committee  recommended  that  the  Auxiliary  not 
undertake  at  this  time  to  sponsor  the  chartering  of  Health 
Career  Clubs  across  the  State.  The  thought  was  ex- 
pressed, however,  that  the  Council  of  The  Medical  So- 
ciety of  Virginia  should  consider  having  the  Society  join 
with  the  Auxiliary  in  jointly  sponsoring  and  chartering 
Health  Career  Clubs  sometime  in  the  future. 

Plans  for  an  Auxiliary  newsletter  were  discussed  at 
length — especially  the  need  for  financial  assistance.  It 
was  recommended  that  The  Medical  Society  of  Virginia 
subsidize  the  publication  of  the  newsletter  in  an  appro- 
priate format  consistent  with  that  in  other  areas. 

Your  Committee  then  went  on  to  recommend  that  the 
Leigh-Hodges-Wright  Fund  and  the  Alice  Liggon  Loan 
Fund  be  combined  and  that  the  interest  from  the  $6,000 
total  be  used  for  grants-in-aid  for  medical  paramedical 
students.  It  was  suggested  that  applicants  for  such  aid  be 
interviewed  by  the  Executive  Secretary  of  The  Medical 
Society  of  Virginia  and  an  Auxiliary  representative  from 
the  community  concerned. 

The  Auxiliary,  more  than  ever,  is  the  strong  right  arm 
of  The  Medical  Society  of  Virginia.  We  take  this  oppor- 
tunity to  commend  its  officers  and  members  on  an  excellent 
year. 

K.  K.  Wallace,  Jr.,  M.D. 

Carl  E.  Stark,  M.D. 

Malcolm  H.  Harris,  M.D. 

F.  Ashton  Carmines,  M.D. 

K.  K.  Wallace,  M.D.,  Chairman 
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Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia  Forty-Sixth  Annual 
Convention — Hotel  Roanoke,  Roanoke 
— October  13-16.  A cordial  invitation  is 
extended  to  all  members  of  the  Woman’s 
Auxiliary  to  The  Medical  Society  of  Vir- 
ginia, their  guests,  and  to  the  wives  of  phy- 
sicians attending  this  convention.  You  are 
encouraged  to  register  and  to  participate  in 
all  social  functions,  the  general  meeting  and 
the  annual  luncheon.  Out-of-state  auxiliary 
guests  are  welcome  to  attend  the  Board 
meeting  also.  Our  special  thanks  go  to  the 
Woman’s  Auxiliary  to  the  Roanoke  Acad- 
emy of  Medicine,  Mrs.  Edgar  Cutter,  Con- 
vention Chairman  and  Mrs.  William  N. 
Gordge,  Co-Chairman  for  an  excellent  job 
in  planning  the  convention.  They  are  fea- 
turing a Coffee  Time  preceding  the  general 
meeting  in  the  spacious  Rehabilitation  Cen- 
ter Auditorium  . . . luncheon  in  the  newly 
opened  Holiday  Inn  in  Salem,  at  which  time 
the  first  Annual  Awards  will  be  presented. 
Be  sure  to  be  there,  YOUR  auxiliary  may  be 
a recipient.  . . . The  Doctor’s  Day  Exhibits 
in  the  General  Meeting  Room.  (Please  notify 
Mrs.  Nash  Thompson  if  you  plan  to  bring 
an  exhibit.  These  will  be  judged  and  the  best 
one  will  be  sent  to  the  Annual  Meeting  of 
Southern  Medical  Auxiliary  in  New  Orleans 
in  November.)  . . . Continuous  film  show- 
ings by  our  State  Program  Chairman,  Mrs. 
William  Reardon.  These  will  be  shown  on 
two  different  days  to  enable  you  to  attend 
this  informal  "preview”  of  films  available 
for  your  program  planning  in  your  own 
Auxiliary  . . . "Meet  the  Author”  with  a 
Mini  Lunch  served  as  a courtesy  of  the 
Roanoke  Auxiliary  at  lovely  Cherry  Hill, 
the  hilltop  location  of  the  Roanoke  Fine 
Arts  Center.  Mrs.  James  Sears  Rich,  Past 
State  Auxiliary  President  of  Kentucky,  will 
review  her  book  "Women  Behind  Great  Men 
of  Medicine”  and  preview  her  forthcoming 


book  "Women  Behind  Great  Men  of 
Science”.  By  arrangement  with  her  pub- 
lisher, she  will  autograph  her  book  on  sale 
that  day,  60%  of  the  sale  price  for  the  ben- 
efit of  our  State  A.M.A.-E.R.F.  Fund.  . . . 
The  motor  trip  to  the  Peaks  of  Otter  prom- 
ises to  be  a memorable  drive  with  the  leaves 
coming  into  full  fall  colors.  . . . And  the 
best  treat  of  all  is  our  very  special  opportu- 
nity to  hear  Mrs.  C.  C.  Long  of  Ozark, 
Arkansas,  the  newly  elected  President  of  the 
Auxiliary  to  the  American  Medical  Associa- 
tion, who  will  give  the  keynote  address  at 
the  general  meeting.  You  won’t  want  to 
miss  hearing  her! 


Mrs.  C.  C.  Long 


So  plan  your  schedule.  . . . 

REGISTRATION  HOURS 

Sunday,  October  13: 

1:00  to  5:00  P.M. — Alcove  in  front  of  Writing  Room — 
Hotel  Roanoke 

Monday,  October  14: 

8:00  A.M.  to  Noon — Rehabilitation  Center 
3:00  to  5:00  P.M. — Alcove  in  front  of  Writing  Room — 
Hotel  Roanoke 

Tuesday,  October  15: 

8:00  A.M.  to  Noon — Alcove  in  front  of  Writing  Room — 
Hotel  Roanoke 
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SUNDAY,  OCTOBER  13 

3:00  P.M. — Pre-Convention  Board  Meeting — Pine  Room 
Hotel  Roanoke.  All  State  officers,  directors,  committee 
chairmen,  ad  hoc  committee  members  and  county  pres- 
idents and  presidents-elect.  Those  in  office  on  March 
1,  1968,  are  members  of  this  Board  and  are  expected 
to  attend. 

7:00  P.M. — VaMPAC  Banquet — Hotel  Roanoke. 

MONDAY,  OCTOBER  14 

8:00  to  8:45  A.M. — Busses  from  Hotel  Roanoke  and  Down- 
town Holiday  Inn  to  Rehabilitation  Center. 

8:30  to  8:45  A.M. — Coffee  Time — Rehabilitation  Center 
Arcade 

9:00  to  11:30  A.M. — General  Meeting— Rehabilitation 
Center  Auditorium.  Mrs.  Daniel  Anderson,  President, 
presiding. 

11:30  A.M.  to  12:15  P.M. — Buses  to  Holiday  Inn,  Salem. 

12:15  to  12:45  P.M. — Hospitality  Time — Holiday  Inn, 
Salem. 

12:45  P.M. — Awards  and  Installation  Luncheon — Mrs. 
Daniel  Anderson,  President,  presiding. 

3:00  P.M. — Busses  to  Hotel  Roanoke. 

3:00  to  5:00  P.M. — Continuous  Film  Showing — Parlor  C, 
Hotel  Roanoke.  Mrs.  William  Reardon,  Chairman. 
To  acquaint  you  with  films  available  for  local  pro- 
grams. 

6:30  P.M. — Cocktails  (Pine  Room)  Banquet  and  Dance 
(Ballroom) — The  Medical  Society  of  Virginia — Hotel 
Roanoke. 

TUESDAY,  OCTOBER  15 

8:00  A.M. — Past  State  President’s  Breakfast — Virginia 
Room,  Hotel  Roanoke. 

8:30  to  9:30  A.M. — Coffee  Time — -Writing  Room,  Hotel 
Roanoke.  For  all  those  attending  Post  Convention 
Board. 

9:30  to  11:00  A.M. — Post  Convention  Board  Meeting — 
Pine  Room,  Hotel  Roanoke.  Mrs.  Robert  Keeling, 


President,  presiding.  All  new  State  officers,  directors, 
committee  chairmen,  ad  hoc  committee  members,  coun- 
ty presidents  and  presidents-elect.  Those  in  this  of- 
fice as  of  this  date  are  members  of  the  1968-69  Board 
and  are  expected  to  attend. 

11:30  A.M. — Busses  from  Hotel  Roanoke  and  Downtown 
Holiday  Inn  to  Cherry  Hill  Fine  Arts  Center. 

12:00  Noon — “Meet  The  Author”  Mini  Lunch  at  Cherry 
Hill  Fine  Arts  Center  honoring  Mrs.  James  Sears 
Rich,  author  of  “Women  Behind  Great  Men  of  Medi- 
cine”. Autographing  and  sales  for  AMA-ERF. 

3:00  P.M. — Nominating  Committee  Meeting  (Newly  Elect- 
ed)— Parlor,  Mrs.  Anderson’s  Suite,  Room  308,  Hotel 
Roanoke. 

3:00  P.M. — Critique  of  County  Newsletters — Mrs.  Rich, 
author  and  Contributing  Editor  to  M.D.’s  Wife.  This 
will  be  an  informal  discussion  on  communications. 

P.M. — Medical  School  Alumni  Dinners — Locations  will  be 
noted  at  Medical  Society  Registration  Desk. 

WEDNESDAY,  OCTOBER  16 

Continuous  Film  Showing — Parlor  C,  Hotel  Roanoke.  Same 
as  on  Monday  afternoon.  Mrs.  William  Reardon, 
Chairman. 

MISCELLANEOUS  INFORMATION 

Hospitality  Room,  Parlor  C,  Hotel  Roanoke:  Sunday  1:00 
to  5:00  P.M. ; Monday  11:30  A.M.  to  5:00  P.M. ; 
Tuesday  8:00  A.M.  to  5:00  P.M. 

Scrapbooks  displayed  in  Parlor  C,  Hotel  Roanoke,  from 
3:00  P.M.  Sunday  to  5:00  P.M.  Tuesday  (Closed  Mon- 
day until  11:30  A.M.  for  judging  and  closed  each 
evening  at  5 :00.) 

Doctor’s  Day  Exhibits  at  the  Rehabilitation  Center  Audi- 
torium Monday,  October  14 — 9:00  A.M.  to  12:00  Noon. 

Golf — Tuesday  at  9:30  A. M.— Roanoke  Country  Club — 
Mrs.  Philip  C.  Trout,  Chairman. 

Motor  Trip  to  Peaks — Tuesday,  October  15 — Leave  Hotel 
Roanoke  at  2:00  P.M.  Leave  your  name  at  the  Regis- 
tration Desk  by  5:00  P.M.  Monday  if  you  plan  to 
go. 
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Gastric  Analysis 

Since  the  publications  of  Rehfuss  in  1914, 
the  procedure  of  gastric  analysis  has  been 
generally  adopted  for  clinical  use  in  this 
country. 

Gastric  analysis  will  furnish  information 
concerning  the  rate  of  gastric  emptying, 
magnitude  of  acid  secretion,  parietal  cell 
mass,  the  presence  or  absence  of  achlorhy- 
dria or  achylia.  Cytologic  study  may  reveal 
the  presence  of  a neoplasm. 

A brief  discussion  of  the  physiology  of 
gastric  secretion  is  necessary  for  clarifica- 
tion of  some  of  the  diagnostic  tests.  The 
cephalic  or  psychic  phase  is  that  in  which 
the  sight  or  thought  of  food  evokes  secretion 
of  the  gastric  glands,  solely  via  the  vagus 
nerves.  The  gastric  phase  is  initiated  by  stim- 
uli arising  within  the  stomach  through  the 
liberation  of  gastrin,  a hormone,  from  the 
pyloric  mucosa.  In  the  absence  of  vagal 
innervation,  this  mechanism  is  depressed  but 
not  abolished.  Some  substances  may  stim- 
ulate gastric  secretion  not  only  through 
gastrin  but  by  direct  influences  on  parietal 
cells  and  by  the  release  of  histamine. 

The  intestinal  phase  is  caused  by  the  pres- 
ence of  food  in  the  intestines.  When  acid 
comes  in  contact  with  the  duodenal  mucosa, 
there  is  a release  of  secretin  and  pancreozy- 
min, hormones  which  stimulate  the  secre- 
tory activity  of  the  pancreas.  Acid  in  the 
gastric  antrum  inhibits  the  release  of  gastrin. 
This  serves  as  a feedback  mechanism  to 
decrease  the  secretion  of  acid  when  the 
stomach  empties  itself. 

Examinations  of  gastric  juice  includes 
analysis  for  HCl,  observation  for  bile,  gross 
blood,  and  analysis  for  occult  blood. 

Jaworski  and  Gluzinski  introduced  the 
unit  "degrees  of  acidity”,  which  should  be 
discarded  because  it  serves  no  useful  purpose 
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and  acidity  should  be  reported  in  mEq/ 
Liter.  However,  the  "degrees  of  acidity”  is 
the  amount  in  milliliters  of  0.1  NaOH  re- 
quired to  neutralize  100  ml.  of  gastric  fluid. 

In  the  titration  of  gastric  juice,  indicators 
are  used  which  change  color  at  different 
pH’s.  Topfer  introduced  dimethylamino- 
azobenzene,  an  indicator,  which  changes 
from  a red  to  a yellow  color  at  a pH  of  4.0. 
The  use  of  this  indicator  measures  the  so- 
called  "free  acid”  which  is  the  HCl  in  excess 
of  that  combined  with  mucin,  phosphates, 
and  small  amounts  of  proteins. 

If  the  total  HCl  is  desired,  then  it  is  neces- 
sary to  titrate  with  NaOH  to  a higher  pH. 
Since  the  mean  pH  of  gastric  mucus  is  8.2, 
and  there  is  always  mucus  present,  gastric 
juice  should  be  titrated  to  this  end  joint. 
Phenolphthalein  which  is  colorless  at  an  acid 
pH  b ecomes  pink  at  a pH  of  8.4.  Titration 
to  an  end  point  of  8.4  gives  the  total  acid 
present.  The  difference  between  the  total 
acid  and  "free  acid”  is  the  so-called  "com- 
bined acid”.  This  fraction  has  no  clinical 
significance  and  its  determination  is  of  no 
use. 

The  "total  HCl”  includes  titration  of 
lactic  and  any  other  organic  acid  present 
and  more  properly  should  be  called  total 
acid. 

Normal  Values 

In  the  fasting  state,  a normal  stomach 
will  have  "free  acid”  values  in  the  range  of 
5-2  5 mEq/L.  The  total  acidity  will  be  in 
the  range  of  10-3  5 mEq/L.  The  absence  of 
HCl  in  the  fasting  stomach  has  no  signif- 
icance. 

After  the  ingestion  of  test  meals,  the 
normal  value  for  "free  acid”  will  be  in  the 
range  of  25-45  mEq/L.  The  average  total 
acidity  will  be  between  3 5-5  5 mEq/L. 
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Values  above  5 0 mEq/L  are  classified  as 
hypersecretion  and  below  20  mEq/L  as 
hypochlorhydria. 

In  evaluating  figures  from  any  single 
gastric  analysis  it  should  be  remembered  that 
there  may  be  a 25%  day-to-day  variation, 
factors  of  dilution,  position  of  the  tube  and 
differences  in  rate  of  emptying  must  be 
taken  into  account. 

Duodenal  Ulcer 

In  studying  patients  with  duodenal  ulcers 
by  using  fractional  gastric  analysis  a ten- 
dency toward  hyperacidity  has  been  re- 
peatedly demonstrated.  Bockus,  studying  the 
fasting  gastric  residuum  in  194  cases  of 
duodenal  ulcer,  found  that  57%  showed  a 
definite  tendency  to  hyperacidity.  The  aver- 
age acidity  was  almost  twice  the  average  for 
a large  series  of  normals.  They  were  able  to 
demonstrate  also  that  in  patients  with  active 
duodenal  ulcer  5 0%  will  have  an  increased 
residuum.  In  the  postprandial  state  over 
85%  of  the  patients  will  have  a free  acidity 
of  50  mEq/L  or  more. 

Achlorhydria  in  ulcer  patients  is  not 
usually  encountered  if  adequate  stimulation 
by  histamine  is  done.  Palmer  and  Mutter  in 
reviewing  2,200  proven  cases  of  active  gas- 
tric and  duodenal  ulcers  failed  to  find  a 
single  patient  with  complete  histamine 
achlorhydria. 

Benign  Gastric  Ulcer  and 
Carcinoma  of  Stomach 

The  secretion  of  acid  in  patients  with  be- 
nign gastric  ulcer  is  usually  lower  than  in 
normal  patients.  However,  the  level  can 
vary  from  achlorhydria  in  some  subjects  to 
levels  within  the  duodenal  ulcer  range  in 
others.  If  the  ulcer  lies  in  the  prepyloric 
region,  the  acid  levels  vary  from  normal  to 
increased.  In  general  and  as  a group,  patients 
with  carcinoma  of  the  stomach  secrete  less 
acid  than  patients  with  gastric  ulcer;  how- 
ever, variations  in  individual  cases  are  so 
great  that  gastric  analysis  is  of  little  routine 
help. 


The  greatest  benefit  lies  in  the  patient  who 
has  had  a diagnosis  of  benign  gastric  ulcer 
by  other  means  and  before  he  is  treated 
medically,  free  acid  should  be  demonstrated 
in  gastric  contents.  If  acid  is  demonstrated 
by  any  other  means,  then  histamine  stimula- 
tion is  not  necessary.  If  acid  cannot  be 
demonstrated,  then  the  diagnosis  of  a be- 
nign ulcer  must  be  questioned. 

Achlorhydria 

Studies  of  achlorhydria  in  different  disease 
states  have  been  based  on  the  absence  of  free 
acid  as  determined  by  Topfer’s  reagent  and 
not  on  pH.  As  previously  discussed,  Top- 
fer’s reagent  changes  color  at  a pH  of  3.5 
to  4;  therefore,  many  patients  who  secrete 
small  amounts  of  HCl  and  have  a pH  higher 
than  4 are  classed  as  having  no  free  acid 
when,  in  fact,  this  is  not  true.  The  patient 
is  simply  hypochlorhydric. 

For  a diagnosis  of  achlorhydria  the  pH 
of  the  gastric  juice  should  remain  6.0  or 
above  throughout  the  histamine  test.  Cases 
of  pernicious  anemia  are  in  this  group.  It  is 
so  rare  to  find  free  HCl  in  pernicious  ane- 
mia that  the  histamine  test  has  great  value 
as  a diagnostic  test. 

Achlorhydria  may  also  be  found  in  gastric 
carcinoma,  gastric  syphilis  and  atrophic 
gastritis,  and  subtotal  gastrectomy,  and  in 
25%  of  patients  with  ulcerative  colitis. 

The  status  of  gastric  secretion  in  endo- 
crine and  deficiency  diseases  is  not  entirely 
clear. 

Test  for  Gastric  Secretory  Functions 

A variety  of  gastric  secretory  tests  have 
been  devised  and  many  different  stimuli  used 
in  order  to  measure  the  concentration  and 
output  of  parietal  and  peptic  secretion  dur- 
ing different  phases  of  gastric  secretion.  A 
resume  of  the  more  important  stimulants 
follows: 

1.  Histamine  is  4- (2-amino-ethyl) -imi- 
dazole. It  may  be  formed  by  decar- 
boxylation of  the  amino  acid  histidine. 
The  amine,  when  injected,  is  a power- 
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ful  gastric  secretogogue  and  causes 
secretion  of  gastric  juice  of  high  acid- 
ity; pepsin  is  increased  along  with  the 
acid. 

The  action  of  histamine  is  thought 
to  be  due  to  a direct  action  on  the  pari- 
etal and  chief  cells.  Payne  and  Kay 
have  shown  that  an  intact  vagus  per- 
mits a higher  rate  of  secretion  and 
after  vagotomy  in  man,  the  maximal 
secretory  response  to  histamine  may 
fall  to  about  one-third  of  the  value 
found  before  operation. 

The  primary  value  of  histamine  in- 
jection is  to  determine  the  presence  of 
achlorhydria  or  achylia. 

The  potency  and  adequacy  of  the 
dose  may  be  determined  by  the  side  ef- 
fects of  flushing  of  the  face,  headache, 
and  a slight  fall  in  blood  pressure. 

Continuous  aspiration  should  be 
done  for  two  hours  following  hista- 
mine administration  and  the  volume, 
pH,  free  and  total  acidity  calculated. 

Augmented  Histamine  Test 

Kay,  taking  advantage  of  the  fact 
that  antihistamines  do  not  antagonize 
the  stimulant  effect  of  histamine  on 
gastric  secretion,  devised  the  aug- 
mented histamine  test.  In  this  test  an 
antihistamine  is  injected  30  minutes 
before  the  histamine  and  a much 
larger  dose  of  histamine  is  given  to 
obtain  maximal  secretion  of  gastric 
glands.  Using  the  augmented  hista- 
mine test,  correlation  has  been  found 
between  the  acid  output  and  the  num- 
ber of  parietal  cells  present.  Hista- 
mine is  the  gastric  stimulant  of  choice. 
A diagnosis  of  achlorhydria  is  un- 
tenable unless  a potent  histamine 
preparation  is  used.  Bokus  and  Bank 
compared  the  fractional  gastric  analy- 
sis with  that  obtained  after  histamine. 
Approximately  40  per  cent  of  stom- 
achs which  were  achlorhydric  after 
one  Rehfuss  test  meal  secreted  hydro- 


chloric acid  after  histamine  stimula- 
tion. 

2.  Carbohydrate  test  meals,  including  the 
Ewald  meal,  consist  of  bread  or  cook- 
ies and  water.  The  advantage  of  this 
meal  is  that  it  employs  a physiologic 
stimulus.  However,  the  weakness  of 
this  simulus  is  shown  by  the  fact  that 
40%  of  patients  with  achlorhydria 
after  this  test  produce  acid  by  his- 
tamine. 

3.  Caffeine  is  a potent  gastric  stimulant 
acting  in  a similar  manner  to  hista- 
mine. Roth  and  Ivy  found,  by  using 
caffeine  as  a stimulant,  that  patients 
with  duodenal  ulcer  secreted  larger 
amounts  of  acid  and  for  a longer  pe- 
riod of  time.  The  only  objection  to 
using  caffeine  as  a stimulant  is  that 
it  requires  several  hours  and  the  han- 
dling of  many  specimens. 

4.  Insulin  Test — The  intravenous  injec- 
tion of  15-20  units  of  insulin  causes 
an  increase  in  gastric  secretion  by  the 
stimulating  effect  of  hypoglycemia  on 
vagal  nuclei  in  the  brain  stem.  This 
test  is  used  primarily  to  check  the 
completeness  of  a vagotomy. 

If  any  secretory  fibers  to  the  stom- 
ach remain  intact,  a rise  in  free  acid- 
ity will  be  noted.  If  there  is  no  rise 
in  free  acidity  following  insulin,  one 
may  surmise  that  vagotomy  is  com- 
plete. However,  the  following  criteria 
should  be  met  before  the  test  is  valid: 

a.  Hypoglycemia  of  5 0 mgms%  or 
less  must  be  produced. 

b.  The  tube  must  be  in  its  proper 
place  in  the  stomach. 

c.  If  no  acid  is  produced  during  the 
test,  it  must  be  shown  that  the 
stomach  is  capable  of  producing 
acid  by  histamine  stimulation. 

5.  Pentagastrin  is  a new  synthetic  gas- 
trin-like  pentapeptide  which  has  been 
used  in  England  in  a multicentre  pilot 
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study.  Compared  with  histamine  in 
15  0 tests,  it  has  proven  to  be  as  potent 
as  histamine  and  the  side  effects  are 
said  to  be  less.  This  particular  gastric 
stimulant  will  require  more  study  and 
trial. 

6.  Alcohol — In  general,  alcohol  is  a de- 
pressant except  for  gastric  secretion 
where  it  is  a powerful  stimulant  act- 
ing on  the  antral  gastrin  mechanism 
in  the  same  manner  as  food. 

Of  the  gastric  stimulants  mentioned 
above,  histamine  is  the  gastric  secretory 
stimulant  of  choice.  A diagnosis  of  achlor- 
hydria is  never  justified  unless  a potent  his- 
tamine preparation  is  injected. 

Tubeless  Gastric  Analysis 

The  so-called  "tubeless”  gastric  analysis 
is  an  indirect  method  of  detecting  the  pres- 
ence or  absence  of  free  HCl  in  gastric  juice. 

Segal  et  al.,  in  19  5 0,  introduced  a method 
for  determining  free  gastric  HCl  based  on 
the  release  of  quininium  cation  from  a syn- 
thetic ion-exchange  resin  by  the  hydrogen 
ion.  At  a pH  of  3 or  lower,  H+  displaces 
quinine  as  follows: 

/ (COOH)N,  / (COOH)Ni 

R < + n2h+?^r  | + n2qh 

\(COO(QH))N2  ( (COOH)Nz 

Where  QH  = quinine 

The  free  quinine  which  has  displaced  the 
H+  is  absorbed  in  the  small  intestine  and 
excreted  in  the  urine.  Quinine  is  determined 
in  a two  hour  collection  of  urine.  The  deter- 
mination of  quinine  in  the  urine  involves 
ether  extraction  of  the  urine  followed  by 
extraction  of  quinine  from  the  ether  by 
sulfuric  acid.  This  solution  is  then  viewed 
in  ultraviolet  light  and  compared  with 
standard  quinine  solutions. 

To  avoid  the  necessity  of  fluorometric 
determination  of  quinine  in  the  urine,  Segal 
et  al.,  more  recently,  simplified  their  tube- 
less test  by  combining  an  indicator  blue  dye, 
Azure  A,  with  the  cation  exchange  resin 


(Diagnex  Blue,  Squibb),  in  which  H+  ca- 
tions are  replaced  by  dye  cations. 

In  the  presence  of  dilute  hydrochloric 
acid,  the  dye  cations  are  replaced  by  hydro- 
gen cations  of  free  hydrochloric  acid. 

The  replacement  begins  at  pH  of  3 and 
reaches  a maximum  at  pH  of  1.5.  Follow- 
ing displacement  the  dye  cations  are  ab- 
sorbed in  the  small  intestines  and  excreted 
in  the  urine.  If  the  patient’s  urine  turns 
blue  within  two  hours,  free  acid  is  said  to  be 
present. 

Procedure  for  Test 

1.  After  an  overnight  fast  and  discarding 
of  the  morning  urine,  a gastric  stim- 
ulant of  500  mgms  of  caffeine  sodium 
benzoate  is  taken  with  water. 

2.  Urine  at  one  hour  is  collected  and  used 
as  a control  urine. 

3.  Two  grams  of  Diagnex  Blue  granules 
mixed  in  water,  one  hour  after  the 
gastric  stimulant  is  taken. 

4.  The  urine  for  the  next  two  hours  is 
saved  for  measurement  of  Azure  A 
by  comparison  with  a standard  or  in 
a photoelectric  colorimeter. 

The  excretion  of  0.6  mgm.  of  Azure  A 
in  the  urine  signifies  the  presence  of  free 
HCl  in  the  gastric  content. 

This  test  is  a simple  and  convenient  meth- 
od of  indicating  the  presence  or  absence  of 
free  hydrochloric  acid.  If  the  absence  of  free 
acid  is  present  by  the  Diagnex  Blue  Test, 
then  further  diagnostic  tests  are  necessary 
to  determine  whether  there  is  a true  achlor- 
hydria. 

Certain  conditions  exist  which  make  a 
tubeless  gastric  analysis  unreliable.  Some  of 
these  are: 

1.  Subtotal  gastric  resection 

2.  Malabsorption 

3.  Liver  disease,  severe 

4.  Kidney  disease 

5.  Urinary  retention 

6.  Pyloric  obstruction 

7.  Vomiting 
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If  it  becomes  necessary  to  repeat  a Diagnex 
Blue  Test,  it  should  be  remembered  that  the 
excretion  of  Azure  A may  take  four  to  five 
days. 

Comparisons  of  the  tubeless  and  direct 
analysis  have  indicated  that  there  is  a 2%  to 
5 % incidence  of  false-negatives  and  false- 
positive results. 

Gastric,  Blood,  and  Urine  Pepsin 

There  are  several  enzymes  secreted  into 
the  gastric  juice.  These  include  pepsin, 
cathepsin,  gelatinase,  rennin,  carbonic  an- 
hydrase,  urease,  lysozyme,  and  lipase.  Of 
these  many  enzymes,  by  far  the  most  sig- 
nificant is  pepsin. 

Pepsin  is  formed  by  the  chief  cells  of  the 
gastric  glands  from  the  precursor  pepsino- 
gen. The  chief  function  of  pepsin  is  to 
hydrolyze  proteins  to  proteoses  and  peptones 
in  preparation  for  further  digestion  in  the 
small  intestines. 

The  optimum  pH  range  for  the  hydro- 
lytic activity  of  pepsin  is  between  a pH  of 
0.7  to  4.5.  With  the  optimal  activity  at  a 
pH  of  1.5,  approximately  99%  of  the  pepsin 
formed  is  secreted  into  the  gastric  juice.  The 
remaining  1%  gains  entrance  into  the  blood 
and  is  excreted  into  the  urine  as  uropepsin. 

In  the  blood,  a measureable  amount  of 
enzyme  is  present  at  pH  of  2. 

Serum  from  patients  with  duodenal  ulcer 
and  pernicious  anemia  produce  greater  and 
lesser  hydrolysis  respectively  than  does 
serum  from  persons  without  pernicious  ane- 
mia or  peptic  ulcer. 

The  small  amount  of  pepsin  (1%)  which 
gains  entrance  into  the  blood  stream  and  is 
excreted  in  the  urine  as  uropepsin  has  been 
subjected  to  extensive  investigation.  Uro- 
pepsin levels  have  been  found  increased  in 
peptic  ulcers,  adrenal  and  pituitary  hyper- 
activity, and  in  patients  receiving  ACTH 
or  Cortisone. 

Decreased  levels  of  uropepsin  have  been 
demonstrated  in  pernicious  anemia,  adrenal 
and  pituitary  hypofunction,  after  total  gas- 
trectomy and  in  a majority  of  cases  of 
gastric  carcinoma. 


The  measurement  of  uropepsin  has  been 
advocated  as  a test  to  help  differentiate 
esophageal  varices  from  peptic  ulcer,  since 
it  is  elevated  in  the  latter. 

Quantitative  estimation  of  blood  pep- 
sinogen and  uropepsin  has  been  the  subject 
of  considerable  investigation  but  is  of  little 
clinical  interest  at  this  time,  owing  to  the 
great  overlapping  of  values  in  normal  and 
disease  states. 

Summary 

A discussion  of  a number  of  commonly 
used  tests  for  assessing  gastric  secretion,  to- 
gether with  the  physiologic  basis  for  each  is 
given.  In  addition,  clinical  situations  where 
tests  of  gastric  secretion  are  of  use  diag- 
nostically are  presented. 
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Suicide  in  Virginia  and  the  Nation 

Suicide  ranked  tenth  among  the  leading 
causes  of  death  in  Virginia  in  1967.  As  in 
past  years,  the  majority  of  those  taking  their 
own  lives  were  in  the  45-54  age  group. 

Figures  from  the  Bureau  of  Vital  Records 
and  Health  Statistics  indicated  that  126  of 
the  state’s  5 59  suicides  in  1967  were  in  that 
age  group.  The  next  youngest  and  next  old- 
est groups  had  the  second  and  third  highest 
totals.  The  5 5-64  group  registered  the  next 
highest,  with  119.  The  3 5-44  category  had 
111  suicides. 

The  State’s  resident  suicide  rate  per  100,- 
000  population  was  12.1  for  1967,  com- 
pared with  a 10.4*  rate  for  the  United 
States  as  a whole.  The  State  rate  has  been 
higher  than  the  national  for  at  least  the  past 
15  years. 

Not  only  did  those  persons  in  their  most 
productive  years  take  their  lives  more  fre- 
quently than  others  in  1967,  but  it  may  be 
assumed  that  the  deceased  in  many  cases 
had  been  the  family  breadwinner.  Males 
accounted  for  412  of  the  total,  a ratio  of 
2.8:1  over  females,  down  slightly  from  a 
five-year  ratio  of  3.6:1. 

The  annual  average  rate  for  five  years  for 
white  suicides  in  Virginia  was  13.8  per 
100,000.  The  annual  average  rate  for  non- 
whites in  the  same  five-year  period  was  4.8. 
Rates  by  color  for  1967  are  not  yet  available. 

In  the  August  1965  issue  of  this  publica- 
tion, Ing  Hok  Sie  (M.D.)  of  the  Medical 
College  of  Virginia’s  Department  of  Legal 
Medicine  reported  findings  of  a study,  ob- 
tained mainly  from  records  of  the  Chief 
Medical  Examiner’s  Office  in  the  State  De- 
partment of  Health,  of  1,540  suicidal  deaths 
in  Virginia  from  1961  through  1963.  No 

^Provisional  figure. 
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comparable  study  has  been  completed  since 
then,  but  the  similarity  of  certain  statistics 
of  that  study  to  the  figures  presented  here 
suggests  that  perhaps  it  is  relevant  to  review 
findings  from  that  study. 

Dr.  Sie  reported  that  the  suicide  toll  was 
highest  in  spring  and  early  summer,  dropped 
in  midsummer,  then  rose  in  the  last  quarter 
of  the  year.  He  said  almost  half  the  self- 
caused  deaths  occurred  between  8 a.m.  and 
4 p.m.  He  found  9.7  per  cent  of  the  suicides 
in  the  three-year  period  he  studied  were 
committed  by  persons  who  had  made  at  least 
one  previous  attempt.  Another  23  per  cent 
had  threatened  suicide  or  said  they  intended 
such  action.  In  17.5  per  cent  of  the  cases 
studied,  suicide  notes  were  left.  Postmortem 
blood  alcohol  was  found  in  more  than  one- 
fourth  of  the  individuals  in  that  study. 
Physical  illness  was  considered  a major  fac- 
tor in  17.6  per  cent  of  the  cases.  Domestic, 
premarital  or  marital  troubles  played  a 
major  role  in  almost  a fifth  of  the  suicides. 

While  these  and  other  figures  from  the 
study  reported  by  Dr.  Sie  doubtless  would 
be  somewhat  altered  by  an  investigation  of 
suicides  since  1963,  they  provide  some  clues 
as  to  who  and  where  the  potential  com- 
mitters of  suicide  are. 

An  article  by  Louis  I.  Dublin  (Ph.D.)  in 
the  December  1967  issue  of  the  Bulletin  of 
Suicidology  reports  that  suicide  nationally  is 
about  three  times  as  common  among  men 
as  among  women,  and  that  white  suicide 
rates  are  about  three  times  as  high  as  those 
for  nonwhites.  But  Dr.  Dublin  reports  that 
among  cases  of  attempted  suicide,  women 
outnumber  the  men  three  to  one,  and  that 
among  the  attempters  there  is  "a  sizable  con- 
centration” of  nonwhites.  He  stated  that  the 
attempters  tended  to  be  a younger  group 
than  the  successful  suicides. 
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Some  authorities,  Dr.  Dublin  said,  believe 
the  attempters  "differ  essentially  in  their 
personality”  from  successful  suicides. 

He  also  reported  that  the  lowest  incidence 
of  suicides  is  found  among  "the  married  and 
especially  those  who  have  children”. 

In  the  same  issue,  Erwin  Stengel  (M.D.), 
in  an  article  discussing  motivations,  states 
that  there  is  evidence  that  "most  people” 
who  commit  suicidal  acts  want  both  to  die 
and  to  live. 

"Only  rarely”,  Dr.  Stengel  says,  "is  hu- 
man behaviour  governed  by  one  tendency 
only.”  He  says  that  most  people  "love  and 
hate,  want  to  die  and  to  live,  and  to  kill 
and  preserve  life  at  the  same  time.”  He  in- 
dicates that  it  is  unreasonable,  then,  to  ex- 
pect those  who  commit  suicidal  acts  to  be 
consistent. 

Further  information  about  suicide  char- 
acteristics, regarding  a particular  stratum  of 
the  population,  was  presented  in  late  1966 
by  R.  Terrell  Wingfield  (M.D.)  in  an  ad- 


dress to  the  Institute  on  Advances  in  the 
Health  Sciences  Relating  to  Children  and 
Youth.  The  Lynchburg  psychiatrist  spoke 
on  "Depression  and  Suicide  in  Youth”. 

Dr.  Wingfield  said  that  among  people  of 
college  age,  the  suicide  rate  is  50  per  cent 
higher  than  that  for  the  general  population. 
He  found  a correlation  with  the  suicide’s 
loss  of  a significant  person  (noted  in  20  per 
cent  of  the  cases),  a dead  parent,  a suicide 
in  the  family,  and  a situation  of  severe  de- 
pression followed  by  a sudden  improvement 
(accounting  for  another  20  per  cent  of  the 
total) . 

Dr.  Wingfield,  after  reviewing  observa- 
tions that  have  been  made  concerning  them, 
stated  that  there  is  no  reliable  way  as  yet 
for  detecting  the  suicidal  student.  The  same 
statement  might  be  made  in  regard  to  sui- 
cidal persons  generally.  Despite  several 
studies  and  numerous  articles,  more  appar- 
ently needs  to  be  done  before  suicide  drops 
permanently  out  of  the  list  of  10  leading 
causes  of  death  in  Virginia. 


Report  of  Bureau  of  Communicable  Disease  Control 


July 

July 

Jan.- 

July 

Jan.- 

July 

1968 

1967 

1968 

1967 

Brucellosis  

6 

2 

32 

29 

Diphtheria 

— 

— 

— 

— 

Hepatitis 

_ 28 

70 

264 

487 

Meningitis  (Aseptic) 

_ 32 

4 

34 

8 

Meningococcal  Infections 

2 

8 

29 

34 

Poliomyelitis 

— 

— 

— 

— 

Rocky  Mt.  Spotted  Fever  _ 

5 

9 

26 

18 

Rubella  - .. 

30 

236 

548 

625 

Rubeola 

. 10 

191 

293 

2121 

Streptococcal  Sore  Throat 

467 

875 

8911 

9628 

(including  Scarlet  Fever) 

Tularemia 

— 

— 

1 

— 

Typhoid  Fever  ... 

1 

1 

6 

3 

Rabies  (in  animals) 

4 

19 

89 

166 

Venereal  Diseases 

Syphilis  

133 

181 

1000 

1261 

Gonorrhea  

854 

833 

5488 

5254 

Other 

1 

1 

9 

12 
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Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


THE  RESTLESS  DUODENUM... 


DUODENUM-(Conventional  X-ray)  The  restless  duo- 
denum makes  radiographic  diagnosis  difficult,  uncer- 
tain and  often  unproductive.  Is  this  duodenum  normal? 


Pro-Banthine* 

brand  of  III*  I 1 I 

propantheline  bromide 


For  fifteen  years  Pro-Banthine  has  been 
the  most  widely  used  anticholinergic 
agent  in  disorders  of  gastrointestinal 
motility  and  gastric  hypersecretion.  More 
recently  Pro-Banthine  has  reestablished 
its  pharmacologic  effectiveness  in  fa- 
cilitating diagnostic  procedures  using 
intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph12  repro- 


duced above,  the  gastrointestinal  tract 
was  relaxed  with  Pro-Banthine.  The  duo- 
denum was  intubated.  Pro-Banthine  in 
a dose  of  60  mg.  intramuscularly  was 
used  to  assure  prompt  aperistalsis,  and 
double-contrast  visualization  was 
achieved  with  ordinary  barium  and  air. 

The  same  pharmacologic  efficiency 
has  proved  of  pronounced  value  in  such 
conditions  as:  peptic  ulcer,  pylorospasm, 
biliary  dyskinesia,  functional  hypermo- 
tility and  irritable  colon. 


...AT  REST 


SAME  DUODENUM— (Hypotonic  X-ray)  Pro-BanthTne- 
induced  duodenal  calm  permits  full  anatomic  appraisal 
in  the  same  patient.  Duodenal  normality  is  now  evident. 


calms  the  gastrointestinal  tract 


Contraindications:  Glaucoma;severecardiac  disease. 
Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  dailymaybe  required.  Pro-Banthine  (brand 


of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T. : Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 

See  also:  Liotta,  D. : Pour  le  diagnostic  des  tumeurs 
du  pancreas:  La  duodenographiehypotonique,Lyon 
chir.  50: 445-460  (May-June)  1955. 


SEARLE 


Research  in  the  Service  of  Medicine 


*•'  *uj»o  ty*"*' 

NIM101VM4I3 

wnioos 

.NiuaM© 


00486 


Eli  Lilly  and  Company  ? 
Indianapolis,  Indiana 


Mental  Health . . . . 


Impact  of  General  Obligation  Bonds  on 

Mental  Hygiene  and  Hospitals 

The  budget,  as  adopted  for  the  1968- 
1970  biennium  by  the  1968  General  Assem- 
bly, provides  an  appropriation  total  of 
$14,333,425  for  capital  outlay  improve- 
ments to  the  various  hospitals  and  training 
schools  under  control  of  the  Department  of 
Mental  Hygiene  and  Hospitals.  This  sum 
consists  of  $5  19,225  from  the  General  Fund, 
$13,770,000  from  the  General  Obligation 
Bonds,  and  $44,200  from  Special  Funds. 
The  appropriated  sum  represents  41%  of 
the  $34,837,415  requested  for  the  biennium 
for  capital  outlay. 

An  amount  of  $5.9  million  is  for  the  pro- 
posed new  institutions  which  will  have  an 
impact  on  all  of  our  facilities.  Both  the 
Northern  and  Southeastern  Training  Schools 
will  relieve,  to  a degree,  the  demands  on 
Lynchburg  Training  School  and  Hospital, 
Petersburg  Training  School,  and  Central 
State  Hospital.  The  Richmond  Psychiatric 
Institute  will  provide  service  to  patients, 
produce  new  and  far  reaching  treatment 
techniques  through  research  as  well  as  pro- 
vide training  for  key  personnel  in  the  fields 
most  critically  needed  in  all  of  our  institu- 
tions. 

The  remaining  $8.4  million  is  distributed 
fairly  equitably  between  the  existing  institu- 
tions. This  means  that  the  institutions  will 
be  able  to  hold  their  own,  but  will  not  be 
able  to  develop  facilities  to  the  extent  re- 
quired or  desired.  Monetarily  the  break- 
down for  major  institutions  is  as  follows: 

(a)  Central  State  Hospital  $1,754,250 

(b)  Eastern  State  Hospital  1,417,175 

(c)  Southwestern  State 

Hospital  1,225,905 

Davis,  Hiram  W.,  M.D.,  Commissioner  of  the 
Department  of  Mental  Hygiene  and  Hospitals. 


HIRAM  W.  DAVIS,  M.D. 

(d)  Western  State  Hospital  $1,816,925 

(e)  Lynchburg  Training 

School  and  Hospital  2,061,870 
Total  $8,276,125 

Appropriations  only  provide  for  a total 
of  2 54  new  beds  to  relieve  overcrowded  con- 
ditions, and  400  replacement  beds  for  the 
existing  institutions.  This  accounts  for  a 
total  of  $1,106,300  for  new  beds,  and 
$1,620,000  for  replacement  beds.  The  re- 
mainder of  the  funds  appropriated  are  to 
furnish  supporting  facilities  for  existing  in- 
stitutions, such  as  utilities,  steam  generators, 
education  facilities,  laundry,  etc. 

Now  to  the  crux  of  the  situation.  Unless 
the  General  Obligation  Bond  Referendum 
passes  in  November,  the  Capital  Outlay 
Improvements  to  all  existing  institutions 
will  come  to  a virtual  standstill.  This  may 
sound  alarming,  but  it  is  the  simple,  un- 
adulterated fact.  The  total  appropriation 
of  $14.3  million  consists  of  $0.5  million 
from  the  General  Fund,  $0.04  million  in 
Special  Funds  for  Dejarnette  State  Sana- 
torium, and  $13.77  million  from  the  General 
Obligation  Bond. 

General  Fund  monies  were  appropriated 
to  complete  projects  which  have  already 
begun,  but  could  not  be  completed  due  to 
insufficient  funds  in  existing  appropriations. 
For  example;  when  the  contract  was 
awarded  for  the  Medical-Surgical  Building 
at  Eastern  State  Hospital,  funds  originally 
budgeted  for  equipment  had  to  be  used  for 
construction.  This  was  due  primarily  be- 
cause of  an  unexpected  sharp  rise  in  con- 
struction costs  during  the  period.  The  1968- 
70  appropriations  include  $185,000  from 
the  General  Fund  to  purchase  equipment  for 
the  Medical-Surgical  Building  to  complete 
the  project.  There  are  six  projects  of  this 
nature  included  in  the  Budget  Bill  account- 
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ing  for  the  one  half  million  dollars  of  Gen- 
eral Fund  money. 

From  the  above,  it  is  obvious  that  the 
General  Obligation  Bond  issuance  is  essential 
to  the  progress  of  the  existing  institutions 
of  the  Department  of  Mental  Hygiene  and 
Hospitals  as  well  as  to  the  proposed  new 
facilities  for  the  mentally  retarded  in 
Northern  and  Southeastern  Virginia  and 


Psychiatric  Institute.  The  bond  money  will 
provide  improvements  which  will  benefit 
every  section  of  The  Commonwealth  as 
shown  on  the  attached  Capital  Outlay  Sum- 
mary of  Appropriations.  It  is  now  left  to 
the  citizens  of  The  Commonwealth  to  de- 
cide if  we  continue  to  make  progress  in  im- 
provements to  their  mental  facilities  or  if 
improvements  come  to  an  abrupt  stop. 


CAPITAL  OUTLAY  SUMMARY 
APPROPRIATIONS 
1968-1970  BIENNIUM 

DEPARTMENT  OF  MENTAL  HYGIENE  AND  HOSPITALS 
11  MARCH,  1968 


Hospital 

Project 

Gen.  Fund 

Bond 

Board 

Northern  Va.  Training  School 

$5 

,571,900. 

Plans  for  Psychiatric  Inst. 

210,000. 

Plans  for  SE.  Va.  Train.  School 

140,000. 

V.T.C. 

Alterations 

$ 4,000. 

C.S.H. 

Utilities 

134,250. 

Continued  Treat.  Bldgs.  (2) 

1,620,000. 

P.T.S. 

Addition  to  Cafeteria  Bldg. 

87,200. 

E.S.H. 

Compl.  of  Med.-Surg.  Bldg.  (Eqpt.) 

1 85,000. 

Compl.  of  Boiler  Plant 

74,075. 

Geriatric  Bldg.  No.  33 

378,100. 

Compl.  of  Ger.  Bldg.  No.  36 

102,3  50. 

34,850. 

Ed.  Bldg.  & Student  Nurses  Hall 

529,725. 

Utilities 

83,200. 

Dempster  Dumpster  Equip. 

29,875. 

S.S.H. 

Geriatric  Bldg.  Equipment 

9,000. 

Remod.  Old  Kit. -Dining  Area 

91,800. 

Remod.  Laundry 

53,000. 

3 5,000. 

Add.  Steam  Gen. 

298,105. 

Rem.  Elevator  Adm.  Bldg. 

30,000. 

Demolition  of  Surplus  Bldgs. 

50,000. 

Female  Ger.  Bldg. 

591,000. 

Utilities  for  Ger.  Bldg. 

68,000. 

W.S.H. 

Replacing  Util.  (Main  Site) 

1 50,000. 

Administration  Building 

446,000. 

Ed.  Bldg.  & Student  Nurses  Hall 

529,725. 

Utilities  (New  Site) 

230,500. 

Laundry  Bldg. 

444,200. 

Fire  Alarm  Sys.  (Main  & New  Sites) 

16,500. 

L.T.S.  & H. 

Utilities 

43,025. 

Hospital  Bldg. 

2,01  8,845. 

Special  Fund 

DeJ. 

Porch  Enel,  for  Perry  Bldg. 

$12,200. 

Sto.  Bldg.  & Paint  Shop 

23,000. 

Landscaping 

6,000. 

Master-Key  System 

3,000. 

Totals  DMH 

Gen.  Fund 

$ 519,225.00 

Gen.  Obligation  Bond  1 3,770,000.00 

Special  Fund 

44,200.00 

58  6 
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Editorial 


Salt  and  Water 

T T OMER  SMITH’S  "From  Fish  to  Philosopher”  is  a fascinating  story 
of  his  postulate  of  the  evolution  of  life  and  its  differentiation  into 
myriads  of  forms.  Presumably,  all  life  began  in  the  sea,  had  no  means  of 
regulating  its  internal  osmotic  pressure,  and  was  isotonic  with  its  envi- 
ronment. Whether  differentiation  and  development  have  come  about 
from  chance  or  teleological  mutation,  as  life  became  more  complex  one 
essential  for  natural  selection  and  survival  was  the  occurrence  of  some 
means  of  maintaining  salt  and  water  in  the  necessary  relationship  for  the 
species. 

For  the  development  of  man  from  fish  to  philosopher  a prime  require- 
ment was  an  elaboration  of  mechanisms  to  protect  his  internal  environ- 
ment now  that  he  had  moved  from  the  sea  to  dry  land  and  had  become 
a complex  of  inter-acting  organ  systems.  This  required  osmotic  and  vol- 
ume stability,  achieved  in  most  instances  by  the  conservation  of  salt  and 
water,  and  in  all  circumstances  by  a balancing  of  ingestion  and  excretion 
of  salt  and  water.  More  than  a hundred  years  ago,  Claude  Bernard  em- 
phasized the  importance  of  the  "Milieu  interne”,  the  internal  environ- 
ment. Most  of  the  cells  of  the  body  do  not  come  into  contact  with  the 
external  environment  but  exist  in  their  own  internal  sea,  the  extracellular 
fluid,  which  bathes  them  and  through  which  metabolic  events  occur. 

Some  of  the  most  spectacular  advances  in  medicine  have  involved  the 
elucidation  of  homeostatic  mechanisms  and  requirements  to  maintain 
extracellular  fluid,  and,  in  turn,  intracellular  fluid  constancy.  With  this 
understanding  has  come  a recognition  of  their  importance  in  clinical 
medicine.  Many  illnesses  are  associated  with  or  are  caused  by  derange- 
ment of  the  extracellular  fluid,  and,  thus,  of  the  intracellular  fluid.  An 
analysis  must  be  made  of  their  electrolyte  structure,  osmotic  pressure, 
and  volume.  Treatment  must  be  directed  toward  restoring  these  to  nor- 
mal at  the  same  time  that  the  associated  illness  or  precipitating  factors 
are  treated. 

Thirty  years  ago,  electrolyte  determinations  were  rarely  done  and  con- 
sisted of  sodium  expressed  as  chloride  by  weight.  With  the  development 
of  the  flame  photometer  and  concepts  of  electrolytes  in  terms  of  com- 
bining equivalents  and  their  function,  electrolyte  determinations  have 
become  one  of  the  most  frequently  ordered  laboratory  studies.  Fifteen 
years  ago  at  the  Medical  College  of  Virginia,  20,400  sets  (sodium,  potas- 
sium, chloride,  bicarbonate)  of  electrolytes  were  done  on  28,73  5 admitted 
patients  representing  294,010  patient  days.  In  1967,  202,000  sets  of 
electrolytes  were  done  on  33,600  admitted  patients  representing  375,942 
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patient  days;  a one  and  one-half-fold  increase  in  numbers  of  patients,  a 
ten-fold  increase  in  electrolyte  determinations.  By  way  of  contrast,  38,290 
hemoglobin  determinations  were  done  in  1952  and  1 1 5,575  in  1967,  a 
three-fold  increase. 

Although  problems  of  salt  and  water  may  be  complex,  difficult  and 
expensive  to  treat,  and  may  exist  in  patients  who  are  critically  or  fatally 
ill,  advancing  knowledge,  tools,  and  techniques  enable  the  physician  in 
1968  to  deal  effectively  with  many  of  them.  At  the  risk  of  considerable 
oversimplification,  the  clinical  significance  of  salt  and  water  can  be  con- 
sidered in  three  primary  parameters:  Cell  Volume,  its  meaning  and 
defenses;  Blood  Volume,  its  meaning  and  defenses;  Serum  Sodium,  its 
meaning  and  treatment. 

Cell  Volume 

Cell  volume  is  critical  in  every  biologic  system  because  the  cell  is  the 
unit  in  which  basic  life  processes  take  place  in  the  universal  solvent,  water. 
The  defenses  of  cell  volume  are  essentially  the  controls  of  water 
metabolism. 

The  cell  membrane  is  freely  permeable  to  water  although  not  to  certain 
solutes.  It  is  not  possible  to  alter  the  tonicity  of  one  body  water  phase, 
extracellular  fluid,  without  altering  that  of  the  other,  intracellular  fluid, 
for  uniform  osmotic  pressure  is  maintained  by  water  shifts  into  or  out 
of  the  cell  depending  upon  the  osmotic  gradient  from  intracellular  to 
extracellular  fluid.  Therefore,  variable  ingestion  or  excretion  of  water, 
i.e.,  adding  water  to  or  subtracting  water  from  the  extracellular  fluid,  is 
responsible  for  guarding  against  excesses  or  deficits  of  intracellular  water 
and  cell  volume. 

The  homeostatic  mechanisms  responsible  for  guarding  cell  water  and 
volume  are  thirst  and  antidiuretic  hormone.  Both  of  these  are  stimulated 
primarily  by  a decreased  intracellular  volume  secondary  to  an  increased 
effective  osmolarity  of  extracellular  fluid. 

If  salt  is  added  to  extracellular  fluid  or  water  is  subtracted  from  it, 
tonicity  is  increased,  water  shifts  from  cell  to  extracellular  fluid,  there 
is  cellular  dehydration  and  a stimulus  to  thirst  and  ADH.  If  salt  is  lost 
or  water  is  added  to  the  extracellular  fluid,  tonicity  is  reduced,  water 
shifts  from  extracellular  fluid  into  the  cell,  there  is  cellular  overhydra- 
tion, and  absence  of  stimulus  to  thirst  and  ADH.  By  these  means,  cellu- 
lar dehydration  and  cell  volume  contraction  are  countered  by  drinking 
water  and  by  reducing  the  urinary  excretion  of  water.  Cellular  over- 
hydration and  cell  volume  expansion  are  countered  by  absence  of  thirst 
and  by  increasing  the  urinary  excretion  of  water.  This  occurs  primarily 
because  of  cellular  changes  and  not  because  of  excesses  or  deficits  of  total 
body  sodium  or  water.  Marked  excesses  or  deficits  of  extracellular  fluid, 
particularly  as  evidenced  by  expansion  or  contraction  of  blood  volume, 
may,  however,  provide  a secondary  stimulus  to  inhibit  thirst  and  ADH 
in  the  first  instance,  or  stimulate  them  in  the  second. 
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Blood  Volume 


Blood  volume  is  critical  in  terms  of  circulatory  integrity.  The  defenses 
of  blood  volume  are  essentially  the  controls  of  sodium  metabolism,  for 
the  amount  of  sodium  in  the  body  determines  the  amount  of  extracellular 
volume.  Extracellular  fluid  volume  and  blood  volume  are  dependent  upon 
the  net  balance  of  sodium,  since  osmotic  pressure  is  carefully  guarded 
and  water  is  retained  or  lost  as  sodium  is  retained  or  lost. 

Appropriate  ingestion  or  excretion  of  sodium  guards  against  excesses 
or  deficits  of  blood  volume.  There  is  no  evidence  for  a specific  increase 
in  desire  for  salt  in  response  to  need.  Man  generally  eats  salt  greatly  in 
excess  of  his  requirements  and  his  chief  necessity  is  for  the  excretion  of 
the  excess.  There  is  a well  documented  capability  of  the  kidney  to  ex- 
crete sodium  in  large  amounts  or  to  conserve  it  so  that  urine  may  be 
virtually  sodium  free. 

The  primary  control  for  renal  salt  handling  is  mediated  by  the  renin- 
angiotensin-aldosterone  system  which  operates  in  response  to  pressure 
changes  in  the  renal  juxtaglomerular  apparatus.  If  there  is  an  expansion 
of  blood  volume  and  an  increase  in  effective  renal  flow,  there  is  no  stim- 
ulus to  aldosterone  production  and  sodium  is  excreted.  If  there  is  a con- 
traction of  blood  volume  and  a decrease  in  effective  renal  flow,  aldo- 
sterone is  elaborated  and  sodium  is  reabsorbed  in  the  distal  nephron. 

More  recently,  a natriuretic  hormone  has  been  demonstrated.  It  is 
presumably  produced  in  the  head,  acts  by  decreasing  sodium  reabsorption 
in  the  proximal  tubule,  and  an  expanded  blood  volume  is  its  stimulus. 


Serum  Sodium 

Serum  sodium  values  reported  by  the  laboratory  do  not  indicate  wheth- 
er there  is  too  little  or  too  much  total  body  sodium,  or  too  much  or  too 
little  body  water.  They  only  tell  the  relationship  of  salt  to  water:  that 
is,  whether  salt  has  been  added  in  excess  of  water,  or  water  lost  in  excess 
of  salt;  whether  salt  has  been  lost  in  excess  of  water,  or  water  added  in 
excess  of  salt. 

From  this  relationship  one  can  know  the  tonicity  of  body  fluids.  In- 
creased serum  sodium  always  means  increased  osmotic  pressure  of  all  body 
fluids  and  cellular  dehydration.  Decreased  serum  sodium  ordinarily  means 
a decrease  in  osmotic  pressure  of  all  body  fluids  and  cellular  overhydra- 
tion. There  are  certain  exceptions:  there  may  be  an  excess  of  other  non- 
diffusible  solutes  such  as  glucose;  or  excesses  of  a non-salt  containing 
liquid,  i.e.,  lipids,  when  there  is  an  apparent  but  not  a real,  low  serum 
sodium  value. 

Blood  volume  cannot  be  judged  from  the  serum  sodium  level.  It  may 
be  expanded,  normal  or  contracted  regardless  of  the  serum  sodium  value 
reported  by  the  laboratory.  It  is  also  evident  that  cell  volume  bears  no 
primary  relationship  to  blood  volume  but  to  blood  osmolarity. 
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Treatment 


The  serum  sodium  level  constitutes  only  one  part  of  the  clinical  evalu- 
ation and  cannot,  as  an  isolated  figure,  provide  a useful  guide  for  therapy. 

It  provides  insight  into  blood  osmolarity  and  cellular  hydration  (vol- 
ume) . Proper  treatment  requires  also  an  evaluation  of  the  blood  volume; 
an  understanding  of  the  homeostatic  mechanisms  that  are  operative  and 
the  implications  if  they  should  be  but  are  not;  and  the  clinical  back- 
ground that  produced  the  total  clinical  picture. 

W.  T.  Thompson,  Jr.,  M.D. 


Doctors  Mayo  and  Archer 

f | ’WO  OUTSTANDING  PHYSICIANS  died  just  as  this  issue  of  the 
Virginia  Medical  Monthly  was  going  to  press. 

Charles  William  Mayo  died  on  Sunday,  July  28,  on  his  70th  birthday 
during  an  auto  drive  near  his  home,  Mayowood,  in  Rochester,  Minnesota. 
He  was  the  third  and  final  generation  of  Mayos  associated  with  the  clinic 
which  bore  the  family  name.  His  father,  Charles  Horace,  and  his  uncle, 
William  James,  with  his  grandfather,  William  Worrall,  established  the 
Mayo  Clinic  in  1889.  Young  Charles,  usually  termed  "Chuck”,  came 
east  for  his  education  and  in  1926  he  was  graduated  in  medicine  from  the 
University  of  Pennsylvania.  As  a young  man,  fresh  from  the  middle 
west,  he  found  much  of  interest  at  Princeton  and  Pennsylvania  and  en- 
tered jestfully  in  all  that  New  York  and  Philadelphia  had  to  offer. 

After  a year  at  the  Sayre  Clinic  in  Pennsylvania  he  returned  to  Roch- 
ester as  a Fellow  and  in  1931  he  joined  the  clinic.  Eight  years  later,  when 
his  father  and  his  uncle  died  within  a few  months  of  each  other,  he  be- 
came the  only  Mayo  in  the  clinic.  His  younger  brother,  Dr.  Joseph  Mayo, 
an  internist,  had  been  killed  earlier  in  an  auto-train  accident.  In  1960 
he  became  the  senior  surgeon  and  continued  until  his  mandatory  retire- 
ment at  the  age  of  65.  The  clinic  prospered  under  his  leadership. 

He  combined  the  originality  and  technical  skill  of  his  uncle  and  the 
outgoing  nature  of  his  father  with  the  same  grace  as  were  their  names 
combined  in  his.  His  contributions  in  surgery,  especially  that  of  the 
colon,  and  his  jovial  and  friendly  nature  stood  the  clinic  in  good  stead 
after  the  deaths  of  the  founders.  President  Eisenhower  appointed  Dr. 
Mayo  to  the  United  Nations  General  Assembly  as  medical  representative 
when  the  North  Koreans  raised  the  unfounded  charge  of  germ  warfare 
by  the  United  States. 

The  Mayos  had  many  Southern  and  Virginia  connections.  His  father 
and  uncle  frequently  visited  Richmond  and  a private  home  still  has  a 
bedroom  designated  as  the  Mayo  room  because  of  their  frequent  occu- 
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Blessed  event? 


Not  entirely,  when  nausea  and 
|Vomiting  occur  in  early  pregnancy. 
I Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 


*As  shown  by  in  vitro  studies. 

1.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


Where  A Meeting  Is  A Boost  Instead  Of  A Burden 

Professional  Seminars,  confer- 
ences in  away-from-it-all  setting 
Summit-level  size  only — never  a 
crowd.  Just  57  rooms 

Doorstep  access  to  outdoor  sports 
or  fresh-air  solitude 

Coffee-break  putting,  interses- 
sion golf,  tennis,  sauna 

Meeting  rooms?  Of  course.  But 
also  garden  benches,  bridges,  lakes 
for  informal  discussion  outdoors 
Historic  1834  mill  for  dining 

Choice  guestrooms,  suites  with 
fireplace,  hand-hewn  beams,  moun- 
tain view,  private  balcony 

Don’t  you  owe  it  to  your  profes- 
sion? ( And  to  yourself? ) 

THE  BOAR’S  HEAD  INN 

CHARLOTTESVILLE,  VIRGINIA  22901 

For  reservations,  brochure,  phone  296-2181 
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Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerald  W.  Atkinson.  M.D. 
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pancy.  Young  Mayo,  in  turn,  often  came  to  Virginia,  and  he,  like  his 
father  and  uncle  before  him,  became  an  active  fellow  of  the  Southern 
Surgical  Association. 

Three  days  after  Dr.  Charles  Mayo’s  death,  we  in  Virginia  learned  of 
the  death  of  Dr.  Vincent  William  Archer  of  the  University  of  Virginia 
Medical  School.  The  writer’s  recollection  of  Vincent  goes  back  to  his 
undergraduate  days  when  he  was  captain  of  the  track  team  and  winner 
of  virtually  all  of  the  field  events.  His  academic  and  medical  years  were 
spent  at  the  University  of  Virginia  where  he  received  his  medical  de- 
gree in  1923.  He  returned  after  a year  of  postgraduate  training  in 
radiology  to  become  chairman  of  the  department  of  roentgenology.  He 
continued  to  fill  this  post  until  his  retirement  forty-two  years  later. 

For  many  years  his  duties  were  manifold  and  his  staff  was  meager,  but 
despite  the  restrictions  imposed  by  his  administrative  activities,  teaching 
and  the  daily  reading  of  the  films,  he  found  time  to  be  active  in  local, 
state  and  national  societies.  His  past  presidencies  include  the  American 
College  of  Radiology,  The  Medical  Society  of  Virginia  and  the  local 
university  and  county  societies. 

He  represented  the  physicians  of  Virginia  in  the  House  of  Delegates 
of  the  American  Medical  Association  for  many  terms.  He  may  have  been 
the  senior  member  of  the  House  of  Delegates  when  he  retired  two  years 
ago.  He  was  co-founder  of  the  Virginia  Medical  Service  Association.  Dr. 
Archer  was  the  recipient  of  special  awards  from  the  Roentgen  Ray  So- 
ciety, The  Medical  Society  of  Virginia  and  the  American  Medical  Asso- 
ciation. For  many  years  he  was  the  official  liaison  officer  between  our 
congressmen  in  Washington  and  the  medical  profession  in  Virginia. 

By  almost  any  standard  Dr.  Archer  was  the  outstanding  physician  of 
Virginia  during  the  past  two  decades.  He  gave  unstintingly  of  his  time 
to  the  physicians  and  the  laymen  of  this  state  and  we  are  all  much  poorer 
by  his  passing. 

H.  J.  W. 
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News 


Calendar  of  Events 


National  Cancer  Conference — Sponsored  by  the  American  Cancer  Society  and 
National  Cancer  Institute — Denver-Hilton  Hotel — Denver,  Colorado — Septem- 
ber 18-20,  1968. 

Annual  AAIA  Congress  on  Occupational  Health — Waldorf-Astoria — New 
York,  New  York — September  30-October  1,  1968. 

The  Child  and  Mental  Health — Conference  sponsored  by  the  Virginia  Council 
on  Health  and  Medical  Care  in  cooperation  with  the  Nemours  Foundation — 
Hotel  Roanoke — October  2-3,  1968. 

National  Congress  on  Health  Quackery — Drake  Hotel — Chicago — October 
2-3,  1968. 

International  Congress  on  Diseases  of  the  Chest — Washington-Hilton  Hotel 
— Washington,  D.  C.— October  4-8,  1968. 

National  Conference  on  Medical  Ethics — Sponsored  by  American  Association 
— Drake  Hotel — Chicago — October  5-6,  1968. 

Annual  Seminar — Sponsored  by  Bluefield  Sanitarium — Bluefield,  West  Virginia — 
October  10,  1968. 

The  Medical  Society  of  Virginia — Annual  Meeting — Hotel  Roanoke — October 

13- 16,  1968. 

Annual  Session — American  Society  of  Anesthesiologists — Washington,  D.  C. — Oc- 
tober 19-23,  1968. 

Annual  McGuire  Lecture  Series — The  Medical  College  of  Virginia — Richmond 
- — October  31  -November  1,  1968. 

Virginia  Rehabilitation  Association — Annual  Meeting— Williamsburg  Lodge — 
Williamsburg — November  3,  1968. 

Virginia  Hospital  Association — Annual  Meeting — Hotel  Roanoke — November 

14- 15,  1968. 

Southern  Medical  Association — Annual  Meeting — New  Orleans,  Louisiana — 
November  18-21,  1968. 

Annual  Medical  and  Surgical  Symposium  of  Watts  Hospital — Durham, 
North  Carolina — February  21-22,  1969. 


New  Members. 

The  following  members  were  received 
into  The  Medical  Society  of  Virginia  during 
the  month  of  July: 


George  Christopher  Cypress,  M.D., 
Newport  News 

Willette  Lewis  Lehew,  M.D.,  Norfolk 
Robert  Kay  Quinnell,  M.D.,  McLean 
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Emmett  Vynston  Richardson,  Jr.,  M.D., 
Marion 

Robert  Woodside  Woodhouse,  III,  M.D., 
Richmond 

Paul  Edward  Zehfuss,  M.D.,  Alexandria 

Virginia  State  Board  of  Medical  Exam- 
iners. 

The  Board  held  its  semi-annual  meeting 
on  June  3rd,  followed  by  the  usual  four 
days  of  examinations  for  licensure.  Recog- 
nition was  made  of  the  fact  that  two  of  the 
Board  members  were  terminating  their  serv- 
ices at  the  end  of  two  five  year  terms — Dr. 
Joseph  E.  Gladstone,  Exmore,  who  served 
his  last  two  years  as  President  of  the  Board, 
and  Felix  D.  Swope,  D.O.,  Alexandria,  who 
was  not  only  finishing  his  second  term  but 
had  previously  served  on  the  Board. 

Dr.  W.  W.  Zimmerman,  III,  Richmond, 
was  elected  President  and  Dr.  James  B. 
Hutt,  Jr.,  Warrenton,  vice-president,  and 
Dr.  Russell  M.  Cox,  Portsmouth,  was  re- 
elected secretary. 

Since  the  meeting  of  the  Board,  Governor 
Godwin  has  appointed  Dr.  Paul  Hogg,  New- 
port News,  to  represent  the  first  district, 
and  Ralph  M.  Stokes,  D.O.,  Portsmouth,  as 
the  osteopathic  member.  The  Governor  has 
also  reappointed  Dr.  Cox  as  a representative 
of  the  second  district  for  an  additional  five 
years.  He  has  been  a member  of  the  Board 
since  195  3. 

The  next  meeting  of  the  Board  will  be 
held  at  the  John  Marshall  Hotel,  Richmond, 
December  8th  and  9th. 

Dr.  Howard  M.  McCue,  Jr., 

Richmond,  has  been  elected  chairman  of 
the  medical  section  of  the  American  Life 
Convention,  a Chicago-based  association  of 
345  life  insurance  companies.  He  is  vice 
president  and  medical  director  of  the  Life 
Insurance  Company  of  Virginia,  and  has 
previously  served  as  program  chairman, 
board  member  and  vice  president  of  the 
ALC  medical  section. 


Dr.  Mack  I.  Slianlioltz, 

Virginia  State  Health  Commissioner,  is 
among  1 5 persons  appointed  by  President 
Johnson  to  a national  air  quality  advisory 
board.  The  board  is  designed  to  help  the 
federal  government  attack  air  pollution.  Dr. 
Shanholtz  was  appointed  for  a three-year 
term. 

Dr.  Detwiler  Honored. 

Dr.  R.  H.  Detwiler,  Arlington,  has  been 
honored  by  the  creation  of  a fund  for  the 
Arlington  Hospital  to  go  toward  the  hos- 
pital’s proposed  expansion  plan  and  more 
specifically  the  children’s  wing.  Dr.  Det- 
wiler recently  retired  from  the  practice  of 
pediatrics  which  he  began  in  Arlington  in 
1936.  He  was  honored  at  a dinner. 

Postgraduate  Course  at  Johns  Hopkins. 

The  Johns  Hopkins  University  School  of 
Medicine  will  present  a postgraduate  course 
on  Difficult  Problems  in  Pediatrics  and  Pe- 
diatric Surgery,  October  10-12.  The  Mary- 
land Chapter  of  the  AAP  will  co-sponsor  the 
program. 

Subjects  to  be  discussed  will  include  man- 
agement of  respiratory  distress,  use  of  anti- 
biotics in  children’s  surgery,  diagnosis  and 
management  of  eye  muscle  problems,  and 
special  problems  in  the  surgery  of  newborn 
infants. 

Additional  information  concerning  this 
program  may  be  obtained  from  J.  Alex. 
Haller,  Jr.,  M.D.,  Robert  Garrett,  Professor 
of  Pediatric  Surgery,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 

Allergist  Wanted. 

Under  40,  Board  qualified  as  associate. 
Potential  ownership  of  thriving  clinical 
practice.  Give  references  and  Curriculum 
Vitae.  Salary  open.  J.  Warrick  Thomas, 
M.D.,  203  1 Monument  Avenue,  Richmond, 
Virginia  23220.  ( Adv .) 
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Obituary  — 


Dr.  Vincent  William  Archer, 

Charlottesville,  died  July  31st,  following 
a short  illness.  He  was  a native  of  Illinois 
and  seventy-two  years  of  age.  Dr.  Archer 
received  his  medical  degree  from  the  Uni- 
versity of  Virginia  in  1923  and  was  ap- 
pointed chairman  of  the  department  of  ra- 
diology in  1924,  which  position  he  held  until 
1961.  He  continued  serving  as  professor 
of  radiology  until  his  retirement  in  1966, 
when  he  was  named  emeritus  professor. 

Dr.  Archer  was  a past  president  of  The 
Medical  Society  of  Virginia,  the  American 
College  of  Radiology,  the  Virginia  Radio- 
logical Society,  the  University  of  Virginia 
Medical  Alumni  Asociation,  the  Albemarle 
County  Medical  Society  and  the  Piedmont 
Medical  Society.  He  was  also  a former  chair- 
man of  the  board  of  chancellors  of  the 
American  College  of  Radiology,  the  coun- 
cil of  the  Southern  Medical  Association,  and 
the  council  of  the  American  Roentgen  Ray 
Society.  Dr.  Archer  represented  The  Med- 
ical Society  of  Virginia  as  a delegate  to  the 
American  Medical  Association  and  served 
on  the  AMA  Committee  on  Federal  Medical 
Services  for  many  years.  He  was  an  honor- 
ary member  of  numerous  medical  organiza- 
tions throughout  the  United  States  and  for- 
eign countries.  Dr.  Archer  was  a member 
of  Phi  Beta  Kappa,  Alpha  Omega,  Sigma 
Xi,  the  Raven  Society,  and  Theta  Delta  Chi. 

Dr.  Archer  was  a co-founder  and  chair- 
man of  the  Virginia  Medical  Asociation.  He 
was  the  author  of  numerous  papers,  one 
book,  and  was  the  inventor  of  lead  glass 
fabric  for  fluoroscopic  gowns. 

Many  honors  came  to  Dr.  Archer.  He  was 
the  recipient  of  the  First  Award  by  the 
Southern  Medical  Association  in  1949.  The 
American  Medical  Association  awarded  him 
a bronze  medal  in  1930  and  a certificate  of 
merit  in  1934,  and  in  1949,  he  was  awarded 


a silver  medal  by  the  American  Roentgen 
Ray  Society.  In  1961,  Dr.  Archer  received 
the  gold  medal  of  the  American  College  of 
Radiology  "for  distinguished  and  extraor- 
dinary service  to  the  College  and  the  pro- 
fession for  which  it  stands.”  In  1967  he 
received  the  Distinguished  Service  Award 
of  The  Medical  Society  of  Virginia  "in  sin- 
cere appreciation  of  his  many  contributions 
to  his  State,  his  profession,  and  his  So- 
ciety.” 

Dr.  Archer  is  survived  by  his  wife,  a son 
and  a daughter. 

Dr.  Steele. 

On  June  5,  1968,  Frank  Ivan  Steele  died  at  Louise 
Obici  Memorial  Hospital,  Suffolk,  thus  marking  the 
end  of  thirty-eight  years  of  general  practice  in  the 
Windsor  area. 

Dr.  Steele,  who  was  born  in  Elgood,  West  Virginia, 
May  4,  1903,  attended  West  Virginia  University  and 
Davis-Elkins  College  for  his  pre-medical  training, 
graduated  in  1929  from  the  Medical  College  of  Vir- 
ginia. He  served  his  internship  at  the  Medical  Col- 
lege of  Virginia  in  Richmond. 

Much  loved  and  respected  by  friends  and  neigh- 
bors as  well  as  patients,  "Ike”  Steele  was  one  of  the 
first  doctors  to  be  appointed  to  the  Medical  Staff  of 
Louise  Obici  Memorial  Hospital  when  it  opened  its 
doors  in  1951,  and  he  served  as  Chairman  of  its 
Credentials  Committee.  In  1957-1958  he  was  presi- 
dent of  the  Medical  Staff  of  Obici  Hospital. 

In  addition  he  was  a member  of  the  Staff  of  Rad- 
ford Memorial  Hospital,  Franklin;  member  of  the 
Tri-County  Medical  Society,  Seaboard  Medical  So- 
ciety and  The  Medical  Society  of  Virginia. 

Dr.  Steele  is  survived  by  his  widow,  one  son  and 
two  daughters. 

Be  it  resolved  that  we  express  our  deep  regret 
on  the  passing  of  Frank  Ivan  Steele. 

And  be  it  further  resolved  that  a copy  of  this 
resolution  be  sent  to  the  family  of  Dr.  Steele,  a copy 
sent  to  the  Virginia  Medical  Monthly,  and  a copy 
be  spread  upon  the  minutes  of  the  Louise  Obici  Me- 
morial Hospital  Staff. 

G.  R.  Joyner,  M.D. 

R.  L.  Howell,  D.D.S. 

Bruce  T.  Garratt,  M.D. 
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For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V*  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  "edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen8  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  ('A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2’/j  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  ’A  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A H ROBINS  COMPANY  / 1 11  r>/-|Q|MC 
RICHMOND,  VA.  23220  / 1 III  /UDI IM  J 


Description:  Each  Pulvule®  contains— 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bn  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropri 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequ 
vitamin  B12  therapy  may  result  in  hematologic  remission  but  n 
rological  progression.  Adequate  doses  of  vitamin  B u (parente 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hemat 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resista 
may  develop  in  some  cases  of  pernicious  anemia  to  the  poter 
tion  of  absorption  of  physiological  doses  of  vitamin  B 12.  If  re: 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-ca 
massive  doses  of  vitamin  Biz,  may  be  necessary.  No  single  r 
men  fits  all  cases,  and  the  status  of  the  patient  observet 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Perk 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 


Iron  (110 
anemia. 


mg.) — treats 


hypochromic 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


solved  by 

Mylanta 

aluminum  and  ; magnesium  hydroxides  plus  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


peptic 
1 1 IVr  ulcer: 

antacid 

puzzle 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


f Stuart  j 

Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS— most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARY  SINUS— headache  and 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SINUS— headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 

symptomatic 

relief 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HC1,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(V*  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HC1,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HC1,  and  10  mg.  phenyltoloxamine 

Citl'ate.  *Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARNER-CH 


S-IN-81-4 


C 


LCOTT  Morris  Plains,  N.J. 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Accredited  by  the  Joint  Commission  on  Accreditation  & Approved  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine : 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 
Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 
Ophthalmology,  Otolaryngology : 
Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology : 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery  : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Physical  Therapy: 

Marilyn  B.  Morrison,  R.P.T. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 

Roentgenology  and  Radiology: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr.  M.D. 

James  W.  Proffitt,  M.D. 

Pathology : 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

o2o 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 

Rates: 

$70.00  to  $100.00  per  week 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  I.  CLARK  (1884-1955)  GENE  CLARK  REGIRER  (1912-1962) 
A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P. 

William  D.  Keck,  M D 
Clinical  Director 
James  K.  Morrow,  M D. 

Morgan  E.  Scott,  M.D. 

Edward  E Cole,  Jr.,  M D 


Clinical  Psychology: 

Thomas  C.  Camp  Ph  D. 
Card  McCraw,  Ph  D. 
David  F.  Strahley,  Ph  D. 


King,  M.D.,  Director 

Malcolm  G.  MacAulay,  M.D. 
Don  L.  Weston,  M.D 
(Military  Leave) 

J.  William  Giesen,  M D. 
David  S.  Sprague,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 


Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va  109  E.  Main  Street,  Beckley,  W Va 

David  M Wayne,  M.D.  W.  E.  Wilkinson,  M.D 


Mental  Health  Clinic 

Professional  Building,  Wise,  Va 
Pierce  D Nelson,  M D 


GUI  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 

A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 
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ST.  ELIZABETH’S  HOSPITAL 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

James  T.  Gianoulis,  M.D. 

0.  Christian  Bredrup,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

General  Surgery  and  Gynecology 

Radiology 

General  Medicine 

James  W.  Pancoast,  M.D. 

Austin  1.  Dodson,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

Leroy  Smith,  M.D. 

J.  Edward  Hill,  M.D. 

Elmer  S.  Robertson,  M.D. 

Plastic  Surgery 

Urology 

Internal  Medicine 

L.  0.  Snead,  Jr.,  M.D. 

William  T.  Stuart,  M.D. 

Charles  A.  Pollock,  Jr.,  M.D. 

Radiology 

Urology 

Levi  W.  Hulley,  M.D. 

General  Medicine 

Internal  Medicine 

William  R. 

Draper,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  Nursing  Home 
Is  a Fully  Accredited 
Medicare  Approved 
Extended  Care  Facility 

Within  9 minutes  from  any  local  hospital 


In  compliance  with  the  Civil  Rights  Act  of  1964 


• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Patients  under  care  of  their  own  Physicians 

Neal  L.  Maslan,  M.P.H. 

Administrator 


Stale  and  City  Health  Depts.  Approved  U )l(l €r St CUldllT g 


Member:  -)-  Va.  Nursing  Home  and  American  Nursing  Home  Assns. 

Terrace  Hill  Nursing  Home,  •* 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Member 
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ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Director  of  Nurses 
McGuire  Clinic 

Mary  Virginia  Cockrell,  R.N. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

William  H.  Harris,  Jr.,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 

Alice  Virginia  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 

Burness  F.  Ansell,  Jr.,  M.D. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 

Director  of  Nurses 
St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  E.  Seim,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Alice  S.  Ehrenhalt,  R.P.T. 

Administrator 

William  D.  Gibson,  M.H.A. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704 — 2 53-2761 
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One  of  the  very  best  ways  you  can  get 
a new  baby  started  in  life  is  by  buying 
him  or  her  a U.S.  Savings  Bond.  And 
once  you’re  started,  keep  on  with  it.  As 
the  baby  grows,  the  Bonds  you  keep 
buying  will  grow,  too.  When  the  baby 
is  ready  for  college,  the  Bonds  will  be 
ready  to  help  pay  for  college. 


held  to  maturity  — and  Freedom  Shares 
(sold  in  combination  with  E Bonds) 
pay  a full  5%.  The  extra  interest  will 
be  added  as  a bonus  at  maturity. 

And  now  you  can  buy  the  Bond/ 
Freedom  Share  combination  any  time 
— no  monthly  commitment  necessary. 
Get  the  facts  where  you  work  or  bank. 


NOW  — Higher  Rates! 

Savings  Bonds  now  pay  4.25%  when 


The  U.S.  Government  does  not  pay  for  this 
advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury 
Department  and  The  Advertising  Council • 


U.S.  Savings  Bonds, 
new  Freedom  Shares 
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If  you  could  put 
Tareyton’s  charcoal  filter 
on  your  cigarette,  you’d  have 
a better  cigarette. 


But  not  as  good  as  a Tareyton. 

That’s  why 
us  Tareyton  smokers 
would  rather  fight^ 
than  switch !” 


100’s  or  king  size. 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 


anticostive* 

hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

■ Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7R  — 6062 
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OMNI-TUSS 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  q!2h. 

Children  (6-12 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y, 


new, 

, evidence 
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a 
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antibiotic  for  the 

tooth  staining  frequently  seen 


luuuiMdmmg  . . 

reported  after  ^ respiratory  infection 

in  the  office 
and 

for  a problem  pathogen 


10  years 
of  use. 


in  the  hospital. 


’"Staphylococcus  aureus 


study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 

favorably 
to  TAO  (triacetyloleandomycin) 


study  II 


Effect  of  oral. therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,"... bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


It  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.  10017 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial] 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 


Mellaril 

(Thioridazine  HC1) 
25  mg.t.i.d. 


for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


A 


SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  6S-i 


A -V/ 


PARKE-DAVIS 


BENADRYlin’68 


choose  an  experienced  candidate-  DCfflcICiry  I 
millions  of  doses  prescribed  (diphenhydramine  hydrochloride) 

The  White  band  on  Pink  capsule  combination  is  a Parke,  Davis  & Company,  Detroit,  Michigan  48232 
registered  trademark  of  Parke, .Davis  & Company.  - ' 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  ( Tetracycline ) equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


349-8 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


when  aging 
brings 

anauisli 


V 


r#' 
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Improvement  of  mental  alertness  and 
awareness  in  the  management  of  the 
senility  syndrome  requires  a comfort- 
ing environment,  a stimulating  dietary 
regimen  and  concomitant  drug  therapy. 


LEPTINOL®  is  a non-addictive  stimu- 
lant which  is  a useful  adjunct  in  ele- 
vating the  mood  of  the  elderly  patient 
who  displays  apathy,  mental  confusion 
or  memory  lapses. 

LEPTINOL®  is  a combination  of 
pentylenetetrazol,  niacin,  thiamin  and 
ascorbic  acid  which  acts  as  a central 
nervous  stimulant  and  which  exerts  its 
primary  effect  on  the  mid-brain  and 
the  medullary  center.  Because  no  ad- 
diction or  intolerance  is  introduced, 
you  may  also  find  LEPTINOL®  to  be 
a welcome  adjunct  even  to  the  treat- 
ment of  slow  degenerative  diseases. 


Each  bi-layer  tablet  contains:  Pentylenetetra- 
zol 100  mg.,  Niacin  50  mg..  Thiamine  Hydro- 
chloride 1 mg..  Ascorbic  Acid  20  mg.  Dose- 
one  or  two  tablets  three  times  daily,  one-half 
hour  before  meals.  Maximum  dosage  is  two 
tablets  per  dose,  six  tablets  per  day. 

Side  effects — Excessive  dosage  may  cause 
transient  flushing,  muscular  twitching,  hyper- 
reflexia  and  convulsions,  and  respiratory 
paralysis.  Use  cautiously  in  elderly  patients 
who  are  unstable  or  paranoid. 

Contraindicated  in  patients  with  low  con- 
vulsive threshold,  epilepsy  or  severe  hyper- 
tension. 

LEPTINOL®  is  supplied  in  bottles  of 
100,  500  and  1,000  tablets. 

THE  VALE  CHEMICAL  COMPANY  INC. 

Pharmaceuticals 
Since  1922 

ALLENTOWN,  PENNSYLVANIA  18102 
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HIGH  TIME  TO  KEEP  UP 

If  you  are  a practicing  physician  who  sees  patients 
with  cerebrovascular  disease,  but  feel  you  can't 
i take  time  off  to  keep  up,  the  following  information 
' is  for  you! 

The  Bowman  Gray  School  of  Medicine  has  estab- 
lished a program  through  which  internists  and  gen- 
eralists may  take  two-to-six  weeks  of  intensive 
training  in  the  prevention  and  treatment  of  stroke. 
The  unique  program  includes  re-orientation  in  basic 
and  clinical  neurology  as  well  as  cerebrovascular 
medicine. 

Physicians  accepted  for  the  program  receive  $200 
per  week. 

For  additional  information 
write  to: 

Monroe  Cole,  M.D. 

Department  of  Neurology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.  C.  27103 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Each  Cough  Calmer,M  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.,  Dextromethorphan  hydrobromide,  7.5  mg. 
A H.  Robins  Company,  Richmond,  Virginia  23220 


1 a- Hr 

I 

pmc 

1 hygienic  powder 

makes  an  effective 
douche  solution  for 
intimate  feminine 
hygiene 

At  all  drug  depts.  in  4 oz.  and  1 lb.  jars 

Active  Ingredients:  Menthol,  Boric  Acid, Eucalyptus 
Oil,  Alum,  Phenol,  Oil  of  Peppermint,  Thymol. 


EQUIPMENT  LEASING 


"Reasonable  rates  for  lease  or  loan 
financing  of  machinery,  equipment,  air- 
craft, store  fixtures,  furniture,  com- 
puters, chattel  mortgages,  leasebacks, 
vendor  programs,  and  investment  credit 
transactions.  Delta  Leasing  Co.,  Box 
4841,  Richmond,  Va.  288-5604" 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HIST0PLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept, 
Lederle  Laboratories.  Pearl  River.  New  York  10965  . 406-8 
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For  the 
Discrim  mating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 
Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 


Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


When  eating  fads 
of  teens  or  tots 
Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  ('A  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2Va  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 
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The  Williams  Printing  Company 

Richmond,  Virginia  23211 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


ACHROSTATIN*  v 

HCI  250 
KWATtN  250. W 

cafsum* 
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Debilitacin, 
gastroin 
conditl 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 

stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bl2, 

protective  quantities  of 
potassium,  in  a palatable  and 
\ readily  assimilated  form. 



Poscoperatlvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


BETTMAN  ARCHIVE 


Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  or  I 
tarry  stools  or  other  evidence  of  intestinal  I 
hemorrhage  occur.  Make  complete  blood  , 
counts  at  weekly  intervals  during  early  ther- 
apy and  at  2-week  intervals  thereafter.  Dis-  i , 
continue  the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im-  j 
mature  forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are  | 
nausea  and  edema.  Swelling  of  the  ankles  01  , 
face  may  be  minimized  by  withholding  dietar  j 
salt,  reduction  in  dosage  or  use  of  diuretics.  ^ 
In  elderly  patients  and  in  those  with  hyper-  < 1 
tension,  the  drug  should  be  discontinued  wit  ( 
the  appearance  of  edema.  The  drug  has  bee 
associated  with  peptic  ulcer  and  may  reacti-  | 


'Pain  Break” 

for  an  osteoarthritic 


Tandearil  can 
usually  ease  it. 


At  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  onlyl  or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


-I 

lie  a latent  peptic  ulcer.  The  patient  should 
it:  | instructed  to  take  doses  immediately  after 
it!  f ials  or  with  milk  to  minimize  gastric  upset. 

]:!  lug  rash  occasionally  occurs.  If  it  does, 
it)  Ibmptly  discontinue  the  drug.  Agranulocy- 
jutliis.  exfoliative  dermatitis,  Stevens-Johnson 
niBbdrome,  Lyell's  syndrome  (toxic  necrotiz- 
litlli  epidermolysis)  or  a generalized  allergic 

Biction  similar  to  a serum  sickness  syn- 
jtiBrme  may  occur  and  require  permanent 
^Idllhdrawal  of  medication.  Agranulocytosis 
jji  ci  occur  suddenly  in  spite  of  regular,  re- 
iieiiBited  normal  white  counts.  Stomatitis,  sali- 
i^By  gland  enlargement,  vomiting,  vertigo  and 
ineiiBguor  may  occur.  Leukemia  and  leukemoid 
naif ri  ctions  have  been  reported.  While  not  defi- 
.. <4 n;ly  attributable  to  the  drug,  a causal  rela- 

tiiship  cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient's  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 
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A simplified  approach 
to  the  practica  management 
of  hypertension 
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Disrunnix 


Ml  nun  U! 


muiivuM: 


PiUUJYLIXK 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day  mild  to  moderate  to  severe 

ENDURON 

METHYCLOTHIAZIDE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 


ENDURONYL 

UETHYCLOTHIAZiDE  5 mg.with 
'ESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 

METHYCIOTHIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage; 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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Whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Librium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination, on  proper  dosage- 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving). Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 

Roche ® 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  > 

controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  ot 
50.  LibritabsTM'  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  LibritaBs  (chlordiazepoxide ) 5 -mg,  10-mg,  2 5 -mg  tablet 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
or  bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing 
mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against 
possible  hazards. 

A/ofe.The  iodine  in  isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I111 
uptake;  discontinue  ‘Ornade1  one  week  before 
these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  incoordination,  tremor, 
difficulty  in  urination.  Thrombocytopenia, 
leukopenia  and  convulsions  have  been  reported. 
Supplied  : Bottles  of  50  capsules. 


a stuffy  nose 
is  no 

laughing  matter 
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Ornade 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule®  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Smith  Kline  & French,  Laboratories 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 1- 2>  3>  4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5,6, 7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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An  antibiotic 
/.:J  should  work  well 
in  either  acid 
^ or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  - dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracyclineHCl. 
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early  relief  from 


At  the  recommended  Norpramin 
(desipramine  hydrochloride) 
dosage  level— initially  150  mg. 
per  day— symptomatic 
improvement  may  often 
begin  within  two  to  five 
days.  As  depression  subsides, 
daytime  activity  improves  . . . 
mood  fluctuations  lessen  . . . 
sleep  is  sounder.  Fast  onset  of 
action  and  usually  mild  side 
effects  are  significant  reasons 
for  Norpramin’s  use  in 
depression  of  any  type  . . . any 
degree  of  severity. 


See  package  insert  for  complete 
prescribing  information 


LAKE5I0E 


ADVERSE  EFFECTS:  The  following  side  effects  hav 
been  encountered:  dry  mouth,  constipation,  dizz 
ness,  palpitation,  delayed  urination,  agitation  an 
stimulation  ("jumpiness," "nervousness,” “anxiety, 
"insomnia”),  bad  taste,  sensory  illusion,  tinnitus 
sweating,  drowsiness,  headache,  hypotensio 
(orthostatic),  flushing,  nausea,  cramps,  weaknest 
blurred  vision  and  mydriasis,  rash,  tremor,  allerg 
(general),  altered  liver  function,  ataxia  and  extra 
pyramidal  signs,  agranulocytosis. 


improvement  often  begins  in  2 to  5 days 


IN  BRIEF: 

INDICATIONS:  In  mental  depression  of  any  kind- 
neurotic  or  psychotic. 

CONTRAINDICATIONS:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe 
coronary  heart  disease,  epilepsy.  Should  not  be 
given  within  two  weeks  of  treatment  with  a mono- 
amine oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1)  Patients  with 
a history  of  paroxysmal  tachycardia.  (2)  Patients 
receiving  concomitant  therapy  with  thyroid,  anti- 
cholinergics or  sympathomimetics  may  experience 
potentiation  of  effects  of  these  drugs.  (3)  Safety  in 
pregnancy  has  not  been  established.  (4)  Perform 
liver  function  studies  in  patients  suspect  of  having 
hepatic  disease. 

PRECAUTIONS:  (1)  Desipramine  hydrochloride 
should  not  be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered  grave.  Sui- 
cidal ingestion  of  large  doses  may  be  fatal.  (2)  If 
serious  adverse  effects  occur,  reduce  dosage  or 
alter  treatment.  (3)  In  patients  with  manic-depres- 
sive illness  a hypomanic  state  may  be  induced.  (4) 
Discontinue  drug  as  soon  as  possible  prior  to  elec- 
tive surgery. 


Additional  side  effects  more  recently  reporte 
include:  seizures,  eosinophilia,  confusional  staff 
with  hallucinations,  purpura,  photosensitivity,  gala 
torrhea,  gynecomastia,  and  impotence.  Side  effe' 
which  could  occur  (analogy  to  related  drugs) 
elude  weight  gain,  heartburn,  anorexia,  ana  han 
and  arm  paresthesias. 

DOSAGE:  Optimal  results  are  obtained  at  a dosag 
of  50  mg.  t.i.d.  (150  mg. /day). 

SUPPLIED:  NORPRAMIN  (desipramine  hydrd 
chloride)  tablets  of  25  mg.;  bottles  of  50,  500  ar 
1,000;  and  tablets  of  50  mg.  in  bottles  of  30,  25 
and  1,000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  532 


JoinThe  Medical  Society  of  Virginia's 

sponsored  and  endorsed  Disability  Income  and 
the  new  In-Hospital  Income  plans 


New  In-Hospital  Plan  Features: 

□ Pays  in  addition  to  any  other  insurance  carried 

□ Benefits  go  directly  to  you  to  spend  as  you  wish 

□ Your  employees  may  enroll 

□ Your  family  is  eligible 

□ Special  convalescence  benefits 

□ No  termination  because  of  age 

□ Supplements  your  Major  Hospital  Nursing  Program 


1 

Why  take  risks? 

Let  the  insurance 
company  take  them 
for  you.  Guarantee 
yourself  an  income 
when  disabled  or 
hospitalized.  Use 
coupon  below  to  get 
complete  information. 


Mail  to:  David  A.  Dyer  Insurance  Agency,  Medical  Arts  Bldg.,  Roanoke,  Virginia  24011 

Send  me,  without  obligation,  all  the  facts  on: 

□ Disability  Income  □ In-Hospital  Income  Plans 

Name 


Address. 
City 


.State. 


.Zip. 


Both  plans  underwritten  by 


4^^ 


Insurance  Company  of  North  America 


: MONEY 

For  relief  from  the  worry  and  expense  brought  on  by  accident 
and  sickness  disability. 


When  doctors  are  disabled  and  prevented  from  practicing,  expenses  mount  up  fast.  They  face 
not  only  the  bills  associated  with  today’s  costly  medical  treatment,  but  the  great  expense  of 
maintaining  an  office  and  full  staff  as  well.  That’s  why  the  cost  of  just  one  month’s  disability  often 
runs  into  thousands  of  dollars! 

Your  Medical  Society  of  Virginia  knows  this.  That’s  why  they  have  sponsored  two  plans  that  offer 
the  standard  remedy: 

MONEY 

®A  Professional  OVERHEAD  EXPENSE  Plan 

which  pays  fixed  office  expenses  when  you're  disabled  and 

prevented  from  practicing  due  to  accident  or  sickness. 

# A Catastrophic  HOSPITAL-NURSE  Plan 

which  pays  the  high  costs  of  medical  treatment  associated  with 

accident  and  sickness  disability. 


Both  of  these  Plans  are  sensibly  priced  because  of  your  Association's  sponsorship. 

And  either  or  both  of  them  can  go  to  work  for  you,  today  ...  if  you  call  us  now.  Find  out  for  your- 
self why  your  Society  has  selected  these  insurance  plans  as  the  best  available  to  its  Members. 
For  more  information,  write  or  call  collect.  There  is  no  obligation,  of  course. 


Administrator,  David  A.  Dyer 
Medical  Arts  Building 

Roanoke,  Virginia  24011  Phone:  344-5000 


♦_ 


Both  Plans  underwritten  by 


AMERICAN  CASUAL  TY  COMPANY 


Of  READING.  PENNSYLVANIA 


Volume  95,  October,  1968 
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From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2  3 and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al J.  Pediat.  38: 41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 


Togetherness 
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He’s  had  enough 
excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V*  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine -to  take  the 
nervous  “edge"  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen’ with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  ('A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2 ’/z  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  'h  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H.  ROBINS  COMPANY  A |J  nflDIMC 
RICHMOND,  VA  23220  #1  IT  I /UDI J 


THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bi2  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropriatf 
investigation  to  determine  its  cause  or  causes.  i 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequatf  . 
vitamin  B 2 therapy  may  result  in  hematologic  remission  but  neu 
rological  progression.  Adequate  doses  of  vitamin  Bn  (parenteral  . 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinit 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  0 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistano  gi 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia 
tion  of  absorption  of  physiological  doses  of  vitamin  B12.  If  resist 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-callei 
massive  doses  of  vitamin  Bn,  may  be  necessary.  No  single  reg 
men  fits  all  cases,  and  the  status  of  the  patient  observed  i K: 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodi  m 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


% 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


blinical  and  laboratory  studies  are  considered  essential  and  are 
•ecommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
ollowed  oral  administration  of  liver-stomach  material.  Instances 
bf  apparent  allergic  sensitization  have  also  been  reported  after 
)ral  administration  of  folic  acid. 

Oosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
itandard  response  in  the  average  uncomplicated  case  of  perni- 
:ious  anemia.) 

iHow  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
ntrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  ;«>.«) 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


tUo  peptic 

1 1 Iv  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  >f  magnesium  hydroxides  plus  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy  .*  *Danhof,  I.  E.:  Report  on  file. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 


PARKE-DAVIS 


015R67 


DIA  -quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 

Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml —Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide ...  0. 1 5 mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 

case  you’re  curious,  back  in  the  1700’s  paregoric  was 
ng  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
tical  art  was  extremely  primitive,  fungus  growth  in 
medication  was  a problem.  Bitter-tasting  camphor 
> added  to  prevent  such  growth  and  anise  oil  was 
led  n an  attempt  to  cover  up  the  camphor  taste. 

\-quel  Liquid  is  a modern  formulation  that  does  not 
tain  either  of  these  outdated  ingredients. 

ttion:  With  use  of  DIA-quel  Liquid  observe  the  usual 
cautions  associated  with  opium  derivatives  and  anti- 

linergics. 

wge:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
10  ml  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
0:  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

*>  Supplied:  In  4 fl.  oz.  (1 18  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 


DIA  -QUEL 


LIQUID 


l 


INTERNATIONAL  PHARMACEUTICAL  CORP. 

Warrington,  Pennsylvania  18976 
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in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  startsworkingwithin3to4days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


Tandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


TA- 6006 


Tandearil 

oxyphenbutazone 


% Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema,  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients, Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter.  Discon- 


tinue the  drug  immediately  and  in* 
stitute  countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 


Sources  of  Sinus  Headache 

Sinus  headache  is  often  a reflection  of  congestion  in  the  ADVERSE  REACTIONS:  Epigastric  distress,  drowsiness, 
nasal  mucosa.  The  pain  that  results  in  the  various  regions  dizziness,  insomnia  and  nervousness, 
of  the  head  may  help  in  determining  the  particular  struc-  PRECAUTIONS:  Instruct  patients  not  to  drive  or  operate 
ture(s)  responsible.  The  proved  formula  of  Sinutab  which  machinery  if  drowsiness  occurs.  Use  with  caution  in  pa- 
provides  triple  action  — analgesic,  decongestant  and  tients  with  thyroid  disease,  heart  disease,  hypertension, 
antihistaminic  — is  specifically  designed  for  the  sympto-  diabetes  or  kidney  disease.  Excessive  dosage  or  pro- 
matic  relief  of  sinus  headache  and  nasal  congestion.  longed  use  may  cause  kidney  damage. 

INDICATIONS:  Sinutab  is  indicated  for  the  symptomatic  DOSAGE:  Adults  — 2 tablets  every  4 hours, 
relief  of  headache,  facial  pain,  malaise,  fever,  nasal  and  Children  (6-12  years)  — Vj  the  adult  dose, 

sinus  congestion  often  associated  with  acute  and  chronic  Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
sinusitis,  allergic  rhinitis,  vasomotor  rhinitis,  influenza,  phenacetin,  25  mg.  phenylpropanolamine  HCI,  and  22  mg. 
and  the  common  cold.  phenyltoloxamine  citrate. 

Source  of  Symptomatic  Relief 

Sinutab  1 2 tabs.  q.4h. 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 


while  he’s  getting  better 


Achrocidirf 

Tetracycline  HC1—  Antihistamine—  Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  ( Tetracycline ) equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood—  anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

rAf  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

•luOi  T\ickahoe,  N.Y. 


New 


Tegretol’ 

carbamazepine 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.'s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  corona^  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


Therapeutic 
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in  non-narcotic 
control  of 
the  pain  of 

trigeminal 

neuralgia 

laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  drug 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  treal 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonom- 
etry, are  recommended  for  patients  being  treated  with  this  drug  since 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  with 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosis 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  in 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre- 
quency, acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urine, 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome, 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  eryther 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema- 
tosus, gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexia, 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps, 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo- 
tension, syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effec 
are  drug-related  is  not  known.  However,  some  of  these  complications  ha’ 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  be 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  meals, 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  dost 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  houi 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg.  am 
1 200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should  be 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  1 00  and  1 000.  (B)46-820-A 

For  complete  details,  please  see  Prescribing  Information. 
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in  depression 


Tofranil®,  imipramine  hydrochloride 
Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen.  Imipramine  may  block  the 
pharmacologic  activity  of  guanethi- 
dine  and  other  related  adrenergic 
neuron-blocking  agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 


Tofranil®  Geigy 

imipramine 

hydrochloride 


vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  150  pr  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  1 50  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 
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fhe  first  nationwide  medical 
elevision  service,  NCME— The 
Network  for  Continuing  Medical 
education  — brings  you  visually  the 
mportant  achievements  of  leading 
nedical  authorities.  By  means  of 
:losed-circuit  television,  this  inde- 
)endent  network  provides  your 
lospital  or  medical  school  with  a 
:omplete  videotape  service  that 
lelps  shorten  the  gap  between  new 
nedical  knowledge  and  its  availabil- 
ty  for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


You  be  the  judge,  Doctci 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day: 
in  the  a.m.,  early  p.m„  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


AH'DOBINS 


In  peptic  ulcer  therapy,  wont  you 
give  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
% motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 


way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next : Wait  10  days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page,  Doctor. 


This  advertisement  for  TAO®  (tri- 
acetyloleandomycin), published  at 
the  request  of  the  Food  and  Drug 
Administration,  replaces  a recent 
one  which  the  FDA  regards  as  mis- 
leading. 


The  advertisement  headlined 
“new  evidence  for  TAO  . . and 
emphasized  that  the  drug  is  “for  the 
frequently  seen  respiratory  infec- 
tion in  the  office  and  for  a problem 
pathogen*  in  the  hospital.  "'Staphy- 
lococcus aureus.” 

We  emphasize  that  triacetylole- 
andomycin  is  to  be  used  only  for 
acute,  severe  bacterial  infections 
where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to 
this  drug  and  resistance  to  other 
less  toxic  agents.  In  view  of  the  pos- 
sible, but  reversible,  jaundice  and 
hepatotoxicity  of  this  drug,  other 
less  toxic  agents  should  be  used  un- 
less the  organism  is  resistant  to 
those  agents,  or  in  those  cases 
where  hypersensitivity  precludes 
their  use. 

TAO  is  contraindicated  in  pre- 
existing liver  disease  or  dysfunc- 
tion, and  in  individuals  who  have 
shown  hypersensitivity  to  the  drug. 


The  advertisement  emphasized 
that  no  tooth  staining  has  been  re- 
ported after  ten  years  of  use  of  this 
antibiotic.  The  Food  and  Drug  Ad- 
ministration regards  this  claim  as 
an  implied  comparison  suggesting 
that  triacetyloleandomycin  and  tet- 
racycline have  a similar  antibacteri- 
al spectrum  of  effectiveness,  and 
that  TAO  has  less  toxic  potential. 
Any  such  implication  is  not  intend- 
ed and,  of  course,  would  be  invalid. 

The  advertisement  referred  to  a 
research  study  in  which  patients 
were  given  triacetyloleandomycin 
prior  to  determining  the  susceptibil- 
ity of  the  offending  organism.  Any 
suggestion  that  triacetyloleando- 
mycin be  used  clinically  without 
first  determining  susceptibility  of 
the  offending  organism  should  be 
disregarded. 

J.  B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 

235  EAST  42nd  STREET 
NEW  YORK,  N.Y.10017 
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TAC  )®(tr  iacetyloleandomyc  in) 

Brief  Summary 

INDICATIONS:  Include  streptococci, 
staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLI- 
NICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient's  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 


J.B.ROERIG  DIVISION 

CHAS  PFIZER  & CO..  INC 
235  EAST  42nd  STREET 
NEW  YORK.  N.Y.  10017 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


BETTMAN  ARCHIVE 


“All  Registered  Nurses  are  Alike’ 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests:  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


Every  Virginia  Doctor  Should 
Have  This  Book! 

The  history  of  medicine  in  the  Old  Common- 
wealth in  the  last  century  is  a work  every  doctor 
should  he  proud  to  own.  Complete  and  intensely 
interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 


Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
19th  Century 
$2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond,  Virginia  23221 


When  elderly  patients  display  symptoms  of 
apathy,  mental  confusion,  memory  lapses... 

consider 


LEPTINOL 


LEPTINOL®  is  a non-addictive  stimulant  which  is  a 
useful  adjunct  in  elevating  the  mood  of  the  elderly 
patient  who  displays  apathy,  mental  confusion  or 
memory  lapses.  It  is  a combination  of  pentylenetetrazol, 
niacin,  thiamin  and  ascorbic  acid  which  acts  as  a central 
nervous  stimulant  and  which  exerts  its  primary  effect 
on  the  mid-brain  and  the  medullary  center.  Because  no 
addiction  or  intolerance  is  introduced,  you  may  also 
find  LEPTINOL®  to  be  a welcome  adjunct  even  to  the 
treatment  of  slow  degenerative  diseases. 

Each  bi-layer  tablet  contains:  Pentylenetetrazol  100 
mg..  Niacin  50  mg..  Thiamine  Eiydrochloride  1 mg.. 
Ascorbic  Acid  20  mg.  Dose  one  or  two  tablets  three 
times  daily,  one-half  hour  before  meals.  Maximum 
dosage  is  two  tablets  per  dose,  six  tablets  per  day. 
Side  effects  Excessive  dosage  may  cause  transient 
flushing,  muscular  twitching,  hyperreflexia  and  convul- 
sions, and  respiratory  paralysis.  Use  cautiously  in 
elderly  patients  who  are  unstable  or  paranoid. 
Contraindicated  in  patients  with  low  convulsive  thres- 
hold, epilepsy  or  severe  hypertension. 

LEPTINOL®  is  supplied  in  bottles  of 

100.  500  and  1.000  tablets. 


THE  VALE  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  Since  1922 

ALLENTOWN,  PENNSYLVANIA  18102 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


dependable  oral  penicillin  therapy  V-Cillin  K , Pediatric 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric. for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). t°‘J567‘) 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Guest  Editorial 


A2/Hong  Kong/68 

TN  EARLY  JULY  reported  cases  of  influenza-like  illness  appeared  in 

Hong  Kong,  with  cases  increasing  steadily  in  number  until  reaching 
a peak  during  the  latter  part  of  the  month.  The  case  load  was  such  that 
additional  clinics  had  to  be  opened  in  order  to  provide  adequate  service. 
Estimates  of  an  overall  attack  rate  range  from  fifteen  to  thirty  percent, 
with  the  disease  being  considered  mild  and  few  "influenza  deaths”  being 
reported. 

During  the  past  month  outbreaks  of  influenza-like  illness  have  been 
reported  from  Singapore,  the  Philippines,  Taiwan,  and  Indonesia. 

Viral  isolates  from  the  Hong  Kong  outbreak  have  been  officially  desig- 
nated as  A2/Hong  Kong/ 68.  This  is  an  influenza  A2  virus  and  not  a 
new  A3  strain.  There  is,  however,  a significant  antigenic  change  from 
previous  strains,  with  little  cross  reaction.  Studies  show  that  approxi- 
mately twenty  percent  of  individuals  who  have  had  A2  influenza  in  the 
past  will  be  protected  against  the  new  mutant.  For  those  who  have  been 
immunized  with  currently  available  vaccines,  the  protection  is  only  about 
ten  percent. 

It  is  felt  that  the  present  change  in  the  influenza  virus  increases  the 
probability  that  influenza  A2  will  occur  extensively  in  the  United  States 
this  season.  Scattered  type  B influenza  may  also  be  seen. 

Protection  through  vaccination  depends  both  upon  the  antigenic  sim- 
ilarity of  the  vaccine  strain  to  the  virus  prevalent  in  the  community 
and  upon  the  amount  of  antigen  administered.  Influenza  vaccines,  under 
optimal  conditions,  have  achieved  sixty  percent  or  greater  protection. 
From  the  previously  mentioned  studies  it  appears  that  very  little  pro- 
tection can  be  expected  from  the  currently  available  vaccines. 

Preparation  of  a new  monovalent  vaccine  against  A2/Hong  Kong/ 68 
will  begin  shortly.  It  is  estimated  that  it  will  be  three  to  six  months  before 
the  vaccine  will  be  made  available  for  limited  use.  It  seems  unlikely  that 
it  will  be  available  for  use  during  the  forthcoming  influenza  season. 

The  United  States  Public  Health  Service  recommends  that  currently 


available  bivalent  and  polyvalent  vaccine  be  given  only  to  persons  at  high- 
est risk  of  mortality  or  with  severe  complications  as  a result  of  influenza. 
When  monovalent  vaccine  becomes  available  the  same  groups  should  be 
vaccinated  or  revaccinated  with  it.  High-risk  groups  include  persons 
with  chronic  illnesses  as  defined  below  and  all  persons  in  the  older  age 
group: 

Chronically  III: 

Persons  of  all  ages  who  suffer  from  chronic  debilitating  diseases,  includ- 
ing cardiovascular,  pulmonary,  renal,  or  metabolic  disorders: 

1)  patients  with  rheumatic  heart  disease,  especially  with  mitral  ste- 
nosis; 

2)  patients  with  such  cardiovascular  disorders  as  arteriosclerotic  heart 
disease  and  hypertension,  especially  showing  evidence  of  frank  or  in- 
cipient cardiac  insufficiency ; 

3 ) patients  with  chronic  bronchopulmonary  diseases  such  as  asthma, 
chronic  bronchitis,  cystic  fibrosis,  bronchiectasis,  pulmonary  fibrosis, 
pulmonary  emphysema,  or  pulmonary  tuberculosis. 

Older  Age  Groups: 

During  major  influenza  outbreaks,  especially  those  caused  by  type  A 
viruses,  increased  mortality  has  regularly  been  recognized  for  persons 
over  45  years  of  age  and  even  more  notably  for  those  over  65.  This 
association  has  been  particularly  marked  in  individuals  with  underlying 
chronic  disease. 

Any  significant  changes  in  the  status  of  influenza  will  be  published  in  the 
Weekly  Morbidity  Report  that  is  distributed  by  the  Bureau  of  Epide- 
miology, State  Department  of  Health,  to  approximately  half  the  phy- 
sicians in  the  State. 

Paul  C.  White,  Jr.,  M.D. 

Editor’s  Note:  Dr.  White  is  Director  of  the  Bureau  of  Epidemiology  of  the  State 
Department  of  Health,  Richmond. 
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Cryotherapy  in  Ophthalmic  Surgery 


H.  WIESINGER,  M.D. 
Richmond,  Virginia 


There  is  a definite  place  for  cryo- 
surgery in  cataract  extractions , 
retinal  detachment  surgery , and 
in  certain  forms  of  glaucoma. 


IN  193  3 when  Bietti1  and  later  Deutsch- 
man"  reported  on  the  use  of  low  tempera- 
tures in  the  treatment  of  retinal  detachment 
and  glaucoma  these  valuable  observations 
went  largely  unnoticed  and  ocular  cryo- 
therapy lay  dormant  until  1961  when 
Krwawicz ; published  his  observations  on  the 
use  of  low  temperature  techniques  for  cata- 
ract extractions.  Since  then  numerous  ar- 
ticles have  appeared  in  the  ophthalmic  liter- 
ature on  the  efficacy  of  freezing  in  the 
treatment  of  a variety  of  ocular  diseases. 

With  surprising  speed  instrument  makers 
have  placed  on  the  commercial  market  a 
multitude  of  instruments  to  serve  the  oph- 
thalmologist in  the  task  of  selective  freez- 
ing of  ocular  tissues.  All  the  instruments 
designed  fall  into  one  of  three  principles 
employed  in  the  production  of  low  temper- 
ature. 

1.  Change  of  state  from  liquid  to  gas  is 
employed  in  units  using  liquid  nitrogen  or 
freon  for  freezing  (Linde-Frigitronics) . 

2.  Expansion  of  compressed  gas  is  utilized 
for  freezing  in  apparatus  utilizing  CO^  or 
ethyl-chloride  such  as  the  Bellows  or  Keeler 
units. 

3.  Thermoelectric  cooling  is  employed  in 
the  Kelman  cryostylet  where  low  tempera- 
tures are  achieved  by  passing  direct  current 

From  the  Department  of  Ophthalmology,  Medical 
College  of  Virginia. 


through  dissimilar  semi-conductors  resulting 
in  cooling  of  one  end.  In  physics  this  prin- 
ciple is  known  as  the  "Peltier”  effect. 

In  all  instruments  a solid  silver  or  copper 
bar  is  used  to  transmit  the  cold  from  the 
refrigerant  to  the  tissue.  Insulation  of  part 
of  this  tip  allows  for  flexibility  in  the  area 
and  shape  desirable.  While  some  instruments 
do  not  allow  for  devices  permitting  rapid 
interruption  of  the  freezing  process  some  of 
the  more  sophisticated  and  costlier  models 
have  such  heating  or  defrosting  devices  built 
in,  to  be  operated  by  the  surgeon  by  either 
finger  tip  or  foot  pedal  control.  For  most 
surgical  uses  the  availability  of  a heating 
element  in  the  freezing  tip  of  the  instru- 
ment is  essential. 

In  Ophthalmology  three  effects  of  freez- 
ing of  tissues  are  principally  used  for  their 
therapeutics  usefulness. 

1.  Cryoadhesion.  A ball  of  ice  is  formed 
between  the  tissue  and  freezing  object  mak- 
ing for  a firm  bond  between  the  two  struc- 
tures. This  principle  is  employed  primarily 
in  cataract  extractions. 

2.  Cr yo-inf lamination,  commonly  re- 
ferred to  as  frost  bite  is  a non-specific  in- 
flammation due  to  physical  trauma.  This 
inflammation  is  used  principally  in  the  treat- 
ment of  retinal  detachment. 

3.  Cry o-de generation.  This  type  of  tissue 
degeneration  sometimes  follows  cryo-in- 
flammation  when  tissues  are  subjected  to 
sustained  low  temperatures  especially  during 
repeated  freezing  insults.  This  effect  is  em- 
ployed in  the  treatment  of  glaucoma. 

In  a number  of  ocular  diseases  cryother- 
apy has  today  already  established  a firm 
place  in  our  surgical  armamentarium.  Prob- 
ably the  most  common  and  wide  spread  use 
is  in  cataract  extraction. 
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Cataract  Extraction 

A large  number  of  instruments  have  been 
designed  to  facilitate  the  extraction  of  a 
cataractous  lens  by  forming  a firm  cryo- 
adhesion  between  the  tip  of  the  instrument 
and  the  lens.  Some  have  stood  the  test  of 
time  and  are  widely  used  today.  Others  have 
lapsed  into  obscurity  because  of  basic  faults 
in  design  and  insufficient  engineering  detail. 
The  advantage  of  the  cryosurgical  technique 
for  lens  extraction  lies  in  the  reduction  of 
accidental  capsular  ruptures  and  resultant 
extra-capsular  or  incomplete  extractions. 
Neither  the  capsule  forceps  nor  the  eriso- 
phake  are  capable  of  forming  a bond  be- 
tween the  lens  and  instrument  which  ap- 
proaches that  formed  by  the  ice  ball  of  the 
cryosurgical  probe.  This  technique  is  thus 
primarily  indicated  in  such  cases  of  cataract 
extraction  where  the  danger  of  accidental 
capsule  rupture  is  known  to  be  high,  such 
as  in  intumescent,  mature  and  particularly 
hypermature  cataracts.  Various  published 
reports  have  shown  a significant  decrease  in 
unplanned  extra-capsular  extractions  by  this 
method.  At  Wills  Eye  Hospital4  the  inci- 
dence of  capsule  rupture  was  reduced  from 
28  to  7%  in  comparable  cases  when  no 
alpha-chymotrypsin  was  used  to  facilitate 
zonuloysis.  At  that  hospital  approximately 
60%  of  all  cataract  extractions  are  now  be- 
ing performed  by  the  cryo-technique  versus 
only  20%  two  years  ago.  A recent  report 
by  Wortham  and  Brubaker  ’ of  Boston  also 
indicates  a significant  decrease  in  the  inci- 
dence of  capsular  ruptures  in  a large  series 
of  cases.  (1,237  cryo-extractions  versus 
1,000  consecutive  extractions  by  conven- 
tional means.) 

It  should  be  emphasized  that  with  proper 
cryo-extraction  instruments  and  technique 
freezing  is  limited  to  a small  portion  of  the 
lens  and  undesirable  side  effects  to  other 
ocular  tissues  are  unlikely.  The  most  com- 
mon surgical  accidents  such  as  unwanted 
adhesions  of  the  iris  or  cornea  to  the  freezing 
tip  are  easily  overcome  by  immediate  de- 
frosting, either  by  warming  the  instrument 


tip  or  irrigation  with  saline,  and  do  not 
present  a particular  problem.  In  most  of 
the  series  reported  the  incidence  of  operative 
or  postoperative  complications  other  than 
capsular  rupture  were  equal  in  both  tech- 
niques. Very  recently  Taylor  and  Dallburg'1 
however  have  reported  a marked  increase 
in  the  number  of  irreversible  corneal  edemas 
following  cryosurgical  extraction  when 
compared  to  a larger  series  of  conventional 
extractions.  The  increase  of  this  much 
dreaded  complication  was  found  to  be  from 
0.66  to  4.25%.  While  a word  of  warning 
is  certainly  in  order  one  must  also  point  out 
that  this  is  so  far  the  only  report  of  its  kind 
in  the  seven  years  that  the  technique  has 
been  in  widespread  use  and  that  factors  of 
selection  of  patients,  incompatibility  of  con- 
trol series,  etc.,  might  be  a factor  in  this 
unfavorable  statistic. 

It  should  be  pointed  out  also  that  in  lux- 
ated or  subluxated  lenses  the  cryosurgical 
technique  offers  definite  advantages  over  any 
other  method  of  lens  extraction.  The  un- 
cooled applicator  tip  of  the  instrument  can 
be  brought  in  direct  contact  with  the  lens 
capsule  following  which  minimal  freezing 
usually  suffices  to  extract  a lens  already  free 
of  its  zonular  adhesions.  For  removal  of 
luxated  lenses  however  a heating  element  in 
the  surgical  unit  is  an  absolute  must  lest  part 
of  the  surrounding  vitreous  is  frozen  and 
lost  in  the  process  of  the  extraction. 

Retinal  Detachment 

Retinal  surgery  has  experienced  consid- 
erable improvement  with  the  application  of 
cryosurgical  techniques.  Until  now  dia- 
thermy has  been  the  method  of  choice  to 
achieve  the  adhesive  chorioretinitis  necessary 
for  a therapeutic  result.  Already  in  1944 
Pischel13  demonstrated  the  severe  damage 
to  the  sclera  from  the  use  of  diathermy 
electrodes.  This  produces  necrosis,  later 
shrinkage  of  the  sclera  in  varying  degrees 
and  every  retinal  surgeon  is  familiar  with 
the  difficulty  of  dissection  following  a retinal 
detachment  operation  where  diathermy  was 
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used.  The  advent  of  light  coagulation  which 
has  only  a minimal  effect  on  the  sclera  has 
lessoned  this  complication  but  is  not  adapt- 
able to  all  cases. 

Cryosurgical  applications  to  the  sclera  at 
the  correct  temperature  levels  will  produce 
adhesive  chorio-retinitis  of  a strength  com- 
parable to  that  produced  by  diathermy.  Im- 
mediately following  thawing  of  the  scleral 
lesions  there  is  no  noticeable  change  in  the 
sclera.  From  the  fourth  to  the  seventh  day 
there  are  fewer  nuclei  in  the  frozen  area 
but  after  seven  days  the  histological  struc- 
ture both  of  the  scleral  collegen  and  nuclei 
are  normal.  In  addition  to  the  elimination 
of  scleral  friability  and  atrophy,  cryosurgery 
will  lessen  the  danger  of  vitreous  shrinkage, 
accidental  scleral  perforation  and  hemor- 
rhage which  at  times  off-set  the  benefits  of 
even  the  most  meticulous  retinal  surgery. 
It  will  also  make  reoperation,  where  neces- 
sary, much  easier. 

Cryosurgery  today  is  indicated  in  all  cases 
where  conventional  diathermy  has  been  used 
and  lends  itself  beautifully  also  to  prophy- 
lactic closure  of  retinal  holes  and  lattice 
degeneration  where  it  can  be  used  trans- 
conjunctivo-sclerally  obviating  the  necessity 
of  an  incision.  Another  advantage  of  cryo- 
surgery lies  in  the  fact  that  it  can  be  applied 
over  the  vortex  veins  and  long  posterior 
ciliary  vessels  without  any  fear  of  occlusion 
as  has  been  shown  clinically  and  experi- 
mentally. 

The  most  notable  disadvantage  of  the 
procedure  is  the  rapid  initial  fading  of  the 
chorio-retinal  lesion  making  it  difficult  for 
the  surgeon  to  determine  where  treatment 
has  been  applied  and  often  necessitating  vis- 
ual monitoring  of  most  applications  thus 
prolonging  the  procedure. 

Glaucoma 

Freezing  of  the  ciliary  body  results  in 
diminution  of  aqueous  formation  and  is  the 
basis  of  cryosurgical  approaches  to  glau- 
coma. This  author'  and  others*  ” have  shown 
that  applications  of  low  temperatures  of  -40 


to  70°  C over  the  ciliary  body  area  of  experi- 
mental animals  and  man  produces  a drop 
in  intraocular  pressure  caused  by  a decrease 
in  aqueous  flow.  While  the  immediate  his- 
tological effects  of  this  procedure  are 
marked,  consisting  of  hemorrhage,  edema 
vacuolization  and  destruction  of  ciliary 
epithelium  and  formation  of  epithelial  cysts, 
the  permanent  effects  are  relatively  minor. 
The  only  permanent  change  noted  consists 
of  hyalinization  under  the  ciliary  epithe- 
lium. While  in  experimental  animals  the 
effects  of  the  procedure  are  fairly  predict- 
able and  reproducable,  in  man  the  procedure 
has  definite  limitations.  Presently  it  is  ad- 
visable only  to  treat  cases  of  advanced 
chronic  glaucoma,  especially  in  the  elderly, 
where  repeated  surgical  procedures  have 
failed  or  a marked  field  loss  makes  conven- 
tional surgical  intervention  undesirable. 
Also  long  standing  narrow  angle  and  sec- 
ondary glaucoma  can  be  treated  with  a cer- 
tain measure  of  success.  In  my  own  experi- 
ence cyclocryotherapy  has  been  beneficial 
in  only  about  5 0 to  60%  of  the  cases  treated 
and  until  more  experience  has  been  gathered 
should  be  restricted  to  eyes  where  conven- 
tional glaucoma  surgery  is  known  to  have 
a poor  prognosis.  However,  the  cryosurgical 
technique  as  advocated  by  us  is  harmless  and 
can  safely  be  repeated  several  times. 

Cryotherapy  of  Miscellaneous 
Eye  Diseases 

Several  new  avenues  for  the  use  of  low 
temperatures  in  the  treatment  of  ocular 
disease  other  than  cataract,  retinal  detach- 
ment and  glaucoma  have  been  explored.  In 
most  instances  such  reports  are  scanty  and 
can  still  be  classified  as  highly  experimental. 

The  most  interesting  and  promising  of 
these  is  probably  a procedure  called  Kera- 
tomileusis,10 meaning  a reshaping  of  the 
curvature  of  the  cornea  to  correct  excessive 
refracture  errors,  especially  unilateral  high 
myopia.  In  this  procedure  a slice  of  cornea 
is  removed,  hard  frozen  and  tooled  on  a 
lathe  to  the  desired  dioptric  power  much  as 
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a plastic  contact  lens.  Following  this  the 
reshaped  cornea  is  thawed  and  resutured 
into  position.  At  present  this  procedure 
pioneered  by  Barraquer  is  limited  to  a few 
centers  and  highly  experimental,  but  if 
proven  successful  might  open  new  vistas  in 
corneal  surgery. 

Dendritic  keratitis,  the  inflammation  of 
the  cornea  caused  by  the  herpes  simplex 
virus  has  also  been  subjected  to  cryotherapy 
and  success  has  been  reported  by  various 
investigators.11  11  This  author  could  not  ob- 
serve noticable  improvement  in  the  disease 
process  in  experimental  animals  and  believes 
that  this  form  of  therapy  should  be  limited 
to  stubborn  and  recurrent  cases  not  respond- 
ing to  conventional  forms  of  treatment. 

Such  other  widely  different  ocular  dis- 
eases as  epithelial  down-growth,  iris  pro- 
lapse, corneo  vitreal  adhesions  and  pterygia 
have  been  reported  in  the  recent  literature 
to  respond  to  cold  treatment  in  isolated  in- 
stances. No  definite  conclusions  can  be 
drawn  from  these  sketchy  reports.  Also  the 
potential  value  of  cryotherapy  of  tumors  of 
the  eye,  both  benign  and  malignant  is  yet 
to  be  fully  established.  Because  the  con- 
junctiva, cornea  and  sclera  tolerate  freezing 
relatively  well  and  with  a minimum  of  side 
effects,  it  might  well  be  possible  to  destroy 
tumor  cells  selectively  by  this  method.  So 
far  only  a few  reports  in  this  vein  have 
however  reached  medical  literature. 

In  summary  then,  one  can  say  that  cryo- 
surgical procedures  in  ophthalmology  have 
found  a definite  niche  in  our  therapeutic 
amamentarium  in  cataract  extractions,  ret- 
inal detachment  surgery  and  to  a lesser 
degree  in  the  control  of  certain  forms  of 
glaucoma.  Much  work  needs  to  be  done  to 
more  clearly  delineate  its  possible  applica- 


tions in  other  ocular  diseases  presenting  a 
fertile  field  for  further  investigation  to  the 
clinician  as  well  as  the  research  oriented 
ophthalmologist. 
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Care  and  Treatment  of  Hand  Infections 


JERRY  W.  BAINS,  M.U. 
Charlottesville,  Virginia 


Infections  of  the  hand  and  fore- 
arm may  he  superficial  or  deep. 
Deep  infections  require  the  atten- 
tion of  a surgeon  tvith  thorough 
knowledge  of  the  anatomy  of  the 
hand  and  of  the  surgical  bacteri- 
ology of  the  hand.  Even  with 
prompt  treatment , recovery  is 
often  slow  and  incomplete. 


TNFECTIONS  OF  THE  HAND  are  al- 

ways  potentially  serious.  Superficial  in- 
fections may  progress  to  deeper  infections 
from  which  recovery  is  slow,  tedious,  too 
often  incomplete,  and  frequently  accom- 
panied by  complications.  The  treatment  of 
hand  infections  requires  the  most  skillful 
surgical  management. 

The  spread  of  infection  in  the  hand  fol- 
lows certain  fascial  and  synovial  spaces  in  a 
predictable  and  uniform  manner.  Correct 
diagnosis  and  treatment  depend  upon  an 
accurate  and  thorough  knowledge  of  the 
anatomy  of  the  hand  and  forearm.  There 
are  few  situations  in  the  practice  of  surgery 
for  which  such  a detailed  knowledge  of 
anatomy  is  needed,  and  the  well-informed 
surgeon  is  rewarded  with  the  ability  to 
diagnose  accurately  and  judiciously  treat  the 
illness. 

Prior  to  the  early  1900’s,  hand  infections 
were  poorly  understood,  and  few  surgeons 
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knew  the  anatomy  of  the  hand  well  enough 
to  treat  its  infections  properly.  Largely 
through  the  work  of  Allen  Kanavel1  and  his 
protegees,  Sumner  Koch  and  Michael  Mason, 
infections  of  the  hand  are  much  more  wide- 
ly understood. J!  For  this  work  alone,  Kana- 
vel ranks  as  one  of  the  surgical  giants  of  our 
time. 

Anatomy 

It  cannot  be  reiterated  too  often  that  a 
thorough  knowledge  of  the  anatomy  of  the 
hand  is  essential  to  the  proper  treatment  of 
hand  infections. Infections  of  the  hand 
may  be  arbitrarily  divided  into  superficial 
and  deep  infections.  Superficial  infections 
may  be  treated  by  the  "some  time”  hand 
surgeon  if  he  is  aware  that  such  infections 
can  extend  into  deeper  planes,  and  if  he  can 
recognize  complications  early  enough  to 
refer  the  patient  for  proper,  more  extensive 
care. 

Superficial  infections  include  subcutane- 
ous abscess  and  paronychia  or  "runaround”. 
Subcutaneous  abscesses  appear  more  fre- 
quently on  the  volar  aspect  of  the  hand  and 
present  localized  signs  of  inflammation. 
Edema  of  the  dorsum  of  the  hand  with 
volar  infections  may  indicate  a much  more 
serious  involvement  with  either  the  localized 
abscess  or  imminent  or  actual  invasion  of 
the  deeper  fascial  structures. 

The  important  thing  to  remember  about 
paronychia,  other  than  that  it  may  extend 
to  the  deeper  spaces,  is  that  it  may  be  ag- 
gravated by  systemic  disease.  Diabetes  is 
the  principal  example. 

The  simplest  deep  infection  of  the  hand 
is  the  felon.  This  is  an  abscess  of  the  pulp 
space  of  the  distal  phalanx.  It  rarely  extends 
proximally,  although  it  can  extend  into  the 
tendon  as  the  result  of  improper  surgical 
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treatment.  More  commonly,  untreated 
felons  cause  necrosis  of  the  distal  phalanx. 
Figure  1 shows  the  vertical  cutis  retincula, 


Nail 

Nail  Bed  (Matrix) 

Paronychium 
Terminal  Phalanx 

Minute  Arteries 
Nerves 

Shorpey's  Fibers 


Fig.  1.  Cross-section  through  the  middle  of  the  distal 
phalanx.  Note  that  Sharpev’s  fibers  attach  the  skin  to 
the  bone,  thus  limiting  the  expansion  of  the  skin. 

or  Sharpey’s  fibers,  which  limit  the  stretch 
of  the  overlying  skin.  As  pus  accumulates 
in  this  closed  space,  the  nutrient  vessels  of 
the  phalanx  are  either  thrombosed  or  oc- 
cluded by  pressure,  leading  to  necrosis  of  the 
bone. 

There  are  eight  important  deep  fascial 
spaces  in  the  volar  side  of  the  hand  and 
forearm.  Figure  2 shows  these  spaces.  The 


Midpolmor  Space 


Ulnar  Bursa 


Fig.  2A.  The  deep  fascial  spaces  on  the  volar  side 
of  the  hand. 

central  palmar  spaces  are  the  mid-palmar 
space  and  the  thenar  space.  The  mid-palmar 
space  lies  on  the  ulnar  side  of  the  hand,  deep 
to  the  flexor  tendons  and  lumbrical  muscles. 
Its  most  superficial  point  is  between  the 


third  and  fourth  metacarpal  heads  at  the 
distal  palmar  crease  and  is  known  as  Kana- 
vel’s  point.  A mid-palmar  space  abscess 
causes  swelling  on  the  ulnar  side  of  the 
palmar  surface  with  point  tenderness  at 
Kanavel’s  point. 


The  thenar  space  is  on  the  radial  aspect 
of  the  hand  at  the  same  level  as  the  mid- 
palmar  space  and  is  volar  to  the  adductor 
muscle.  An  infection  here  may  extend  to 
the  post-adductor  space,  which  is  dorsal  to 
the  adductor  muscle.  An  infection  in  the 
thenar  space  typically  exhibits  swelling  in 
the  web  space  between  the  thumb  and  in- 
dex finger;  the  thumb  may  be  partially 
abducted  and  rotated  with  its  pad  facing 
the  fingers. 

Although  these  two  spaces  may  become 
infected  primarily,  often  they  are  infected 
by  proximal  extension  of  inflammation  in 
the  fingers  or  web  spaces.  The  infection 
follows  a route  down  the  tendon  sheaths 
of  the  index,  long,  and  ring  fingers,  and  into 
the  lumbrical  sheath;  from  there  the  pus 
ruptures  into  the  mid-palmar  or  thenar 
space  or  into  both.  Infections  from  the 
radial  or  ulnar  bursae  are  by  direct  exten- 
sion. 

Tendon  sheath  infection,  or  tenosynovitis, 
begins  as  a closed  space  infection  of  the 
pulley  tunnel  of  the  flexor  tendons.  Regard- 
less of  whether  the  central  three  sheaths  or 
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the  longer,  outer  two  sheaths  are  involved, 
involved  digits  exhibit  four  signs  known  as 
Kanavel’s  four  cardinal  points.  These  are: 
(1)  the  finger  is  held  in  slight  flexion,  (2) 
there  is  fusiform  swelling  from  the  distal 
interphalangeal  (DIP)  point  onto  the  palm, 
(3)  exquisite  pain  is  elicited  by  extending 
the  distal  phalanx,  and  (4)  there  is  point 
tenderness  along  the  tendon  sheath. 

The  radial  and  ulnar  bursae  are  tendon 
sheaths  of  the  thumb  and  index  fingers.  In- 
stead of  ending  blindly  just  proximal  to  the 
MP  point,  these  sheaths  extend  into  the 
wrist  and  there  lie  in  close  proximity  to 
each  other  or  are  actually  connected  by  a 
thin  tunnel.  Thus,  an  infection  in  the  little 
finger  may  travel  down  the  ulnar  bursa  into 
the  wrist  and  rupture  into  the  radial  bursa 
to  produce  a tenosynovitis.  This  complica- 
tion is  known  as  horseshoe  abscess  and  was 
more  common  prior  to  the  antibiotic  era. 

The  last  major  volar  fascial  space  is  the 
subtendinous,  quadrilateral,  or  Parana’s 
space.  It  is  anterior  to  the  pronator  quadra- 
tus  muscle  and  therefore  on  the  volar  side 
of  the  forearm  and  is  proximal  to  the  trans- 
verse carpal  ligament.  It  is  deep  to  the  flexor 
tendons  and  proximal  to  the  thenar  and 
mid-palmar  spaces.  As  a potential  space,  it 
extends  almost  to  the  elbow.  Infection  in 
this  area  usually  begins  by  secondary  exten- 
sion from  the  radial  or  ulnar  bursa.  In  fact, 
Parana’s  space  may  be  identified  as  the 
united  radial  and  ulnar  bursae  on  the  prox- 
imal side  of  the  transverse  carpal  ligament. 
Swelling  and  redness  proximal  to  the  wrist 
in  connection  with  a radial  or  ulnar  bursal 
infection  indicates  subtendinous  space  in- 
fection. 

Infections  on  the  dorsum  of  the  hand  lie 
either  in  the  dorsal  subcutaneous  space  or 
the  dorsal  subaponeurotic  space  or  in  both. 
Infection  of  both  spaces  frequently  occurs 
with  the  necrotizing  fascitis  of  a hemolytic 
streptococcal  infection.  With  no  anatomi- 
cal barriers  to  contain  infections  in  the  dor- 
sum of  the  hand,  they  rapidly  spread  to 
involve  the  entire  anatomical  space.  Web 


space  infection  usually  begins  on  the  dorsal 
side  of  the  hand.  If  it  extends  to  the  volar 
side,  it  may  penetrate  the  lumbrical  sheath 
and  rupture  into  a tendon  sheath  or  a pal- 
mar space. 

Dorsal  space  infections  manifest  swelling, 
erythema,  and  tenderness,  either  localized, 
if  a subcutaneous  infection,  or  diffuse,  if  a 
subaponeurotic  infection. 

All  swelling  on  the  dorsum  of  the  hand 
is  not  dorsal  space  infection.  Nearly  all 
severe  infections  in  the  volar  spaces  will 
cause  marked  edema  on  the  dorsum.  Ana- 
tomically, there  are  two  reasons  for  this: 
the  specialized  structure  of  the  palmar  skin 
which  binds  it  closely  to  the  palmar  apo- 
neurosis and  the  drainage  of  all  lymphatic 
vessels  from  the  palmar  surface  to  the  dor- 
sum. Some  of  the  most  frequent  errors  in 
diagnoses  of  hand  infections  are  made  by 
thinking  that  dorsal  edema  is  evidence  of 
spread  to  this  area  or  actually  missing  a volar 
space  infection  and  incising  and  draining 
the  edema  on  the  dorsum  of  the  hand. 

Bacteriology 

According  to  most  authorities,  over  75 
per  cent  of  all  hand  infections  are  caused 
by  the  Staphylococcus.  Most  of  the  remain- 
ing 2 5 per  cent  are  caused  by  the  hemo- 
lytic streptococcus.4-0 ' The  coliform  bacilli 
may  secondarily  invade  an  open  wound. 

A unique  and  not  uncommon  hand  in- 
fection is  the  human  bite  infection.'’-' 
Usually  the  result  of  a fight,  it  involves  the 
extensor  surface  around  the  metacarpo- 
phalangeal (MP)  point  where  the  knuckle 
strikes  a tooth  of  the  opponent.  The  infec- 
tion itself  is  a particularly  destructive,  ne- 
crotizing fascitis  caused  by  the  symbiotic 
organisms  found  in  the  mouth  including 
spirochetes,  fusiform  bacilli,  and  micro- 
aerophilic,  non-hemolytic  streptococci. H i)  '" 

Other  less  frequently  encountered  infec- 
tions include  tuberculosis,  sporotrichosis, 
actinomycosis,  blastomycosis,  coccocidomy- 
cosis,  syphilis,  tularemia,  erysipeloid,  and 
leprosy.  Tuberculosis  and  syphilis  are  the 
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great  imitators,  but  most  of  the  syphilitic 
hand  infections  are  chancres.  Physicians  and 
dentists  are  particularly  susceptible  to  the 
latter.  Tuberculosis  should  be  suspected  in 
indolent  or  "cold”  infections,  especially  in 
lower  socio-economic  groups.” 

Treatment 

The  treatment  of  hand  infections  is  dic- 
tated by  systemic  and  local  factors.  Infec- 
tions caused  by  streptococcal,  Staphylococ- 
cal, and  coliform  bacteria  are  presented 
here.  Treatment  of  other  infections  such 
as  fungus,  tuberculosis,  and  leprosy  involve 
specialized,  detailed  knowledge  and  require 
separate  consideration. 

A localized  subcutaneous  abscess  may  be 
drained  after  the  abscess  points  without 
anesthesia  or  with  regional  anesthesia.  Nev- 
er, under  any  circumstances,  should  an  an- 
esthetic agent  be  injected  into  the  inflamed, 
swollen  area  around  the  abscess;  this  tends 
to  spread  the  infection  to  uninvolved  tissue. 

An  abscess  of  the  distal  pulp  space,  or 
felon,  will  require  incision  and  drainage, 
even  if  the  abscess  has  ruptured  through  the 
skin.  Most  often,  with  adequate  sedation, 
a digital  block  without  a tourniquet  pro- 
vides satisfactory  anesthesia  for  incision  and 
drainage.  The  anesthetic  agent  should  never 
include  vasoconstricting  drugs;  such  drugs 
have  been  implicated  in  digital  artery 
thrombosis  and  subsequent  gangrene  of  the 
finger.  A tourniquet  should  be  used  on  the 
finger  for  similar  reasons.” 

The  incision  is  made  on  one  side  of  the 
finger  with  a No.  1 1 pointed  blade  and  ex- 
tends to,  but  not  through,  the  skin  of  the 
opposite  side.  The  scalpel  blade  should  reach 
beneath  the  bone  and  vessels.  The  blade 
sweeps  forward  but  not  backward  to  cut  all 
the  cutis  retinacula  and  thus  assure  adequate 
drainage.  Care  should  be  taken  not  to  injure 
or  enter  the  distal  edge  of  the  flexor  tendon 
sheath,  since  this  may  lead  to  tenosynovitis. 
A small,  narrow  strip  of  fine  mesh  gauze 
is  put  into  the  depths  of  the  wound  and  left 
for  72  hours. 


Patients  may  seek  help  prior  to  abscess 
formation  when  there  is  only  cellulitis  of 
some  part  of  the  hand.  Some  of  these  infec- 
tions may  be  so  trivial  as  to  require  only  a 
short  course  of  antibiotic  therapy.  Others 
may  necessitate  hospitalization  and  vigorous 
treatment  to  abort  a devastating  fascitis  or 
deep  space  infection.  For  frank  involve- 
ment of  tendon  sheaths  or  fascial  spaces,  for 
extensive  or  progressive  cellulitis,  or  when 
the  physician  is  in  doubt  about  the  extent 
of  the  infection,  the  patient  should  be  hos- 
pitalized immediately. 

Only  in  tenosynovitis  is  there  some  ur- 
gency about  draining  an  abscess.  Edema  and 
purulent  material  in  the  sheath  may  ob- 
literate the  blood  supply  to  the  tendon  and 
cause  necrosis.6  Antibiotic  therapy  should 
begin  prior  to  hospitalization  with  the  ini- 
tial injection  given  in  the  Emergency  Room 
or  physician’s  office.  Incision  and  drainage 
is  then  performed  as  soon  as  possible,  pref- 
erably as  a scheduled  emergency  in  the  Op- 
erating Room. 

For  cellulitis  or  other  deep  infections  or 
when  the  patient  is  obviously  ill  from  the 
systemic  effects  of  the  infection,  the  patient 
is  hospitalized  and  confined  to  bed-  The 
hand  and  arm  are  immobilized  in  the  posi- 
tion of  function  with  a bulky  dressing  and 
elevated.  Continuous  warm  saline  soaks  are 
begun  and  continued  for  12  to  18  hours 
before  indicated  incision  and  drainage,  or 
for  at  least  three  days  in  case  of  cellulitis 
without  abscess.4  ” The  immobilization  and 
soaking  allow  time  for  local  thrombosis  of 
lymphatics  and  capillaries,  an  aid  in  pre- 
venting spread  of  the  infection.  Also,  sys- 
temic, preferably  intravenous,  antibiotic 
therapy  is  begun,  and  a high  systemic  anti- 
biotic titer  is  attained  in  antipication  of  the 
shower  of  organisms  into  the  blood  stream 
following  operation  should  drainage  be 
necessary.  It  is  important  to  obtain  cultures 
of  open  wounds  prior  to  initiation  of  anti- 
biotics and  to  give  tetanus  toxid  or  anti- 
toxin as  indicated. 

Extremities  with  cellulitis  are  inspected 
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after  12  to  18  hours  of  treatment  for  evi- 
dence of  abscess  formation.  If  there  is  none, 
soaks  and  antibiotics  are  continued,  and  the 
extremity  is  examined  every  18  to  24  hours 
to  confirm  control  of  the  cellulitis.  If  con- 
trol is  not  obtained,  abscess  formation 
should  be  suspected  and  the  patient  care- 
fully re-examined.  If  the  patient  is  diabetic, 
hyperglycemia  and  acidosis  should  be  con- 
trolled as  soon  as  possible  and  certainly  prior 
to  incision  and  drainage. 

General  anesthesia  or  axillary  block  anes- 
thesia should  be  used.  A pneumatic  tourni- 
quet is  applied  to  the  upper  arm  and  inflated 
after  elevating  the  arm  for  five  minutes.  An 
Esmarch  bandage  is  not  used  in  order  to 
avoid  traumatic  spread  or  rupture  of  an 
enclosed  abscess.  The  hand  is  prepped  only 
after  inflating  the  tourniquet,  so  that  the 
trauma  of  scrubbing  will  not  cause  systemic 
spread  of  pathogenic  bacteria. 

Consideration  should  be  given  to  the 
choice  of  antibiotics  and  their  route  of  ad- 
ministration. Most  infections  of  the  hand 
are  caused  by  gram  positive  cocci.  In  non- 
medical personnel,  over  90  per  cent  of 
Staphylococcal  infections  acquired  outside 
the  hospital  and  all  pathogenic  strains  of 
streptococci  are  sensitive  to  penicillin.10  It 
therefore  seems  reasonable  to  use  this  drug. 
Because  all  common  pathogens  found  in  the 
mouth  are  sensitive  to  penicillin,  it  is  the 
antibiotic  of  choice  in  human  bite  infec- 
tions.11 An  intravenous  drip  is  begun  in  the 
uninvolved  arm  and  some  20  to  30  million 
units  of  aqueous  penicillin  are  given  prior 
to  operation.  If  there  is  an  open  wound  or 
draining  pus,  a gram  stain  should  be  made; 
frequently  a coliform  bacilli  may  be  found 
in  secondary  infections.  If  gram  negative 
bacilli  are  found  or  if  there  is  any  odor, 
which  usually  indicates  the  presence  of  gram 
negative  bacilli,  the  broad  spectrum  anti- 
biotic of  choice  is  chloramphenicol.  For 
adults,  2 to  3 gm.  are  given  prior  to  incision 
and  drainage.  Subsequent  doses  of  2 to  4 
gm.  per  day  are  given  for  five  days.  Because 
of  the  high  incidence  of  hospital-acquired 


penicillin  resistant  Staphylococcal  infec- 
tions, penicillin  is  not  continued  postoper- 
atively;  methicillin  or  oxacillin  is  begun  and 
continued  until  the  wounds  are  closed. 

The  incisions  used  for  draining  hand  in- 
fections are  shown  in  Figure  3. 5 There  are 


Fig.  3.  Correct  incision  to  be  used  for  draining  abscesses. 

definite  reasons  for  placing  the  incisions  as 
shown  here.  The  tendon  sheaths  of  the 
index,  long,  and  ring  fingers  are  drained  by 
incisions  on  the  ulnar  side  of  the  fingers;  the 
little  finger  and  thumb  are  drained  by  an 
incision  on  their  radial  sides.  Since  the  ulnar 
side  of  the  thumb  tends  to  oppose  the  radial 
side  of  the  fingers,  these  incisions  put  the 
resulting  scars  away  from  their  working 
surfaces.  The  thumb  rarely  opposes  the  little 
finger  and,  since  the  ulnar  side  of  the  little 
finger  is  its  working  surface,  its  incision  is 
radial.  The  incisions  for  draining  felons  are 
similarly  placed.  An  incision  for  draining 
a tenosynovitis  from  the  DIP  point  to  the 
MP  point.  The  finger  should  be  entered 
above  the  volar  digital  artery  and  nerve. 

The  mid-palmar  space  is  drained  through 
an  incision  in,  or  just  proximal  to,  the  distal 
palmar  crease.  The  ulnar  bursa  is  entered 
on  the  radial  side  of  the  hypothenar  muscles. 
This  incision  is  also  used  to  drain  the  un- 
common infections  of  the  hypothenar  space, 
which  is  beneath  the  fascia  investing  the 
hypothenar  muscles.  The  radial  bursa  is 
drained  by  an  incision  extending  from  the 
DIP  point  on  the  ulnar  side  of  the  thumb 
down  onto  the  palm.  To  avoid  cutting  the 
motor  branch  of  the  median  nerve,  the  in- 
cision should  not  extend  farther  proximally 
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than  the  head  of  the  first  metacarpal.  The 
thenar  space  is  entered  through  an  incision 
on  the  dorsal  side  of  the  web  between  the 
thumb  and  index  finger.  Parona’s  subten- 
dinous  space  and  the  proximal  end  of  the 
radial  and  ulnar  bursae,  which  should  be 
drained  as  part  of  the  treatment  of  infec- 
tions of  these  spaces,  are  drained  by  an  in- 
cision on  the  radial  side  of  the  wrist  which 
extends  volar  to  the  bone  and  the  pronator 
quadratus  muscle  and  across  to  the  opposite 
side. 

Although  a transverse  incision  should  be 
used  at  the  level  of  the  dorsal  carpal  liga- 
ment to  prevent  a contracture  limiting  mo- 
tion of  the  wrist,  the  web  spaces  and  the 
dorsum  of  the  hand  are  drained  with  longi- 
tudinal incisions.  If  transverse  incisions  are 
used  on  the  dorsum  of  the  hand,  there  is 
a greater  chance  of  severing  one  or  more 
sensory  nerves  which  run  longitudinally  on 
the  dorsum  of  the  hand.  Also  any  resultant 
deep,  transverse  adhesions  could  bind  more 
than  one  tendon. 

In  draining  the  ulnar  and  radial  bursae 
and  the  tendon  sheaths,  the  surgeon  should 
identify  the  tendon  sheath  and  open  it  un- 
der direct  vision.  There  is  no  such  well- 
defined  covering,  however,  for  the  thenar 
and  mid-palmar  spaces.  When  the  incision 
into  the  mid-palmar  space  is  made  over 
Kanavel’s  point,  it  is  difficult  to  miss  the 
space  if  there  is  pus  in  it.  The  thenar  space 
is  entered  with  surety  if  the  edge  of  the 
adductor  pollicis  is  identified  and  the  dis- 
section then  carried  towards  the  ulnar  side 
of  the  hand  along  the  volar  aspect  of  the 
muscle. 

It  is  better  to  open  an  uninvolved  fascial 
space  then  to  leave  a pus-filled  space  un- 
drained. Therefore,  sheaths  or  bursae  which 
are  doubtfully  infected  are  opened  first.  If 
no  pus  is  found,  no  drain  is  left  in  the  space. 
Thus  pus  is  not  carried  from  a dirty  area  to 
uninfected  areas.  To  drain  infected  spaces, 
a small  strip  of  single-layer,  plain,  fine  mesh 
gauze  is  left  in  the  depths  of  the  wound 
without  packing  the  wound.  The  gauze 


serves  no  other  purpose  than  to  keep  the 
wound  edges  open.  If  the  wound  is  packed, 
pus  cannot  drain. 

The  hand  is  then  splinted  and  wrapped  in 
a bulky  dressing  in  the  position  of  function, 
and  the  extremity  is  elevated  and  immo- 
bilized for  72  hours  postoperatively.  At  the 
end  of  this  time,  the  dressing  is  removed 
and  gentle,  active  motion  is  begun  if  there 
is  resolution  of  the  inflammation.  Persistent 
fever,  drainage,  or  inflammation  indicates 
an  inadequately  drained  area,  dead  tendon, 
or  osteomyelitis. 

Two  to  four  times  daily  the  hand  is  ex- 
ercised for  15  to  30  minutes  in  warm  water 
with  a small  amount  of  hexachlorophene 
detergent  added  and  then  put  back  in  the 
splint.  A universal  metal  splint  is  ideal  be- 
cause it  can  be  autoclaved  and  does  not  get 
soggy  when  wet.  The  surgeon  should  not 
relegate  to  anyone  this  extremely  important 
phase  of  the  care  of  the  patient. 

Complications  of  hand  infections  include 
dead  tendon,  dead  bone,  and  fibrosis  with 
loss  of  motion.  Although  necrotic  tendon 
must  be  excised,  dead  bone  is  not  curretted 
but  is  allowed  to  sequester  and  then  re- 
moved. 

Summary 

The  successful  treatment  of  hand  infec- 
tions demands  a thorough  knowledge  of  the 
anatomy  of  the  hand,  a preconceived  plan 
of  therapy,  and  a willingness  to  continue 
treatment  until  the  patient  achieves  func- 
tional recovery. 
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Syphilis  Under  Our  Noses 


Syphilis  continues  to  he  an  impor- 
tant disease  and  it  is  diagnosed 
frequently  by  those  physicians 
ivho  tvatch  for  it. 


SYPHILIS,  as  a clinical  entity,  has  been 
almost  forgotten  by  many  practitioners 
in  this  country.  However,  the  disease  con- 
tinues to  be  quite  prevalent.  If  a physician 
has  not  diagnosed  a case  of  infectious  syph- 
ilis in  the  last  few  years,  the  chances  are  that 
the  disease  has  been  missed,  or  that  the  phy- 
sician’s index  of  suspicion  is  so  low  that  none 
but  the  most  classic  example  would  be  rec- 
ognized. In  an  effort  to  raise  that  lowered 
index  of  suspicion,  three  illustrative  cases 
are  presented,  which  recently  have  been  seen 
(but  not  initially  recognized  as  syphilis)  at 
the  University  of  Virginia  Hospital. 

Case  Reports 

Case  A 23  year  old  Negro  male  hos- 
pital attendant  was  seen  in  the  out-patient 
clinic  because  of  "rectal  trouble”.  He  had  a 
fissue-in-ano  excised  in  1961  and  has  had 
intermittent  rectal  "discomfort”  since  that 
procedure.  Two  weeks  prior  to  being  seen 
in  the  clinic,  while  working  in  a Washing- 
ton, D.  C.  area  hospital,  he  noted  "bumps” 
around  his  anus  and  "drainage”  which  soiled 
his  clothes.  This  patient  stated  that  he  was 
hospitalized  at  a Washington  hospital  for 
two  days,  where  he  was  examined  and 
treated  with  warm  Sitz  baths  and  Boric  acid 
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soaks.  He  became  dissatisfied,  left  the  Wash- 
ington hospital,  and  came  to  Charlottesville, 
his  original  home.  On  examination  in  the 
out-patient  clinic  at  the  University  of  Vir- 
ginia Hospital,  he  had  several,  heaped  up, 
whitish,  macerated,  "kissing  lesions”  in  the 
intergluteal  cleft  and  on  the  posterior  scro- 
tum. (Fig.  1).  These  were  thought  to  be 


Fig.  1.  Condylomata  lata  of  the  perianal  skin  and 
posterior  scrotum. 


non-specific  and  interpreted  as  being  sec- 
ondary to  rectal  disease  or  to  pruritis  ani. 
After  proctoscopic  examinations  were  done 
and  no  primary  rectal  pathology  could  be 
found,  he  was  sent  to  the  Dermatology 
Clinic  for  treatment  of  the  pruritis  ani.  The 
initial  impression  in  the  Dermatology  Clinic 
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was  that  the  patient  had  condylomata  lata. 
Further  examination  revealed  small,  red, 
papular  and  occasionally  annular  lesions  on 
both  arms.  The  lesions  were  darkfield  posi- 
tive and  the  patient’s  VDRL  was  2+  in  a 1 
to  64  dilution.  He  promptly  cleared  on 
appropriate  penicillin  therapy. 

Case  # 2 . This  41  year  old  Gravida  VI, 
Para  V,  Aborta  O,  Negro  female  was  ad- 
mitted to  the  hospital  in  active  labor  at 
seven  months  gestation.  She  had  had  no 
prenatal  care  and  no  abnormalities  in  her 
prenatal  course  until  one  week  prior  to  ad- 
mission when  she  noted  cessation  of  fetal 
movement.  Shortly  after  admission  she  de- 
livered a stillborn,  macerated,  premature 
fetus  weighing  1,040  grams.  Some  hours 
after  the  delivery,  the  patient  asked  about 
the  significance  of  the  "spots”  on  her  palms. 
She  was  told  that  these  lesions  were  "prob- 
ably an  id  reaction”.  Two  days  later  the 
patient’s  routine  admission  VDRL  was  re- 
ported as  2+  in  a 1 to  32  dilution.  When 


adequately  treated  for  secondary  syphilis 
with  penicillin. 

Case  This  15  year  old  Negro  female 
was  seen  in  the  out-patient  clinic  with  a one 
week  history  of  a "sore”.  The  patient  stated 
that  the  lesions  had  begun  as  a small  ulcer. 
This  ulcer  was  located  inside  the  right 
labium  minora,  and  the  labium  soon  became 
markedly  swollen  and  moderately  tender. 
The  ulcerated  area  became  ragged,  appar- 
ently infected,  and  began  to  "drain”.  When 
first  seen  it  was  thought  that  she  might  have 
an  infected  Bartholin  cyst  with  abscess  for- 
mation, and  she  was  placed  on  Sitz  baths. 
A Gram  stain  and  culture  for  gonococci 
were  negative.  On  a repeat  visit  seven  days 
later  the  entire  process  had  begun  to  sub- 
side. She  was  continued  on  Sitz  baths  and 
given  Furacin  Vaginal  Cream.  Nine  days 
later  (sixteen  days  after  her  initial  visit), 
she  attended  the  Dermatology  clinic  to  have 
a wart  removed  from  her  finger.  At  that 
time  she  had  a typical  facial,  palmar  and 


Fig.  2.  Maculopapular  lesions  of  secondary  syphilis  of  the  palms. 


seen  by  the  dermatology  department  she 
had  a maculopapular,  hyperpigmented 
eruption  on  the  palms  and  soles.  (Fig.  2) 
Each  lesion  was  surrounded  by  a collarette  of 
scale.  She  stated  that  the  eruption  had  been 
erythematous  several  days  earlier.  She  was 


plantar  eruption  of  secondary  syphilis.  The 
vulvar  lesion  was  almost  completely  re- 
solved. Her  serology  was  strongly  positive 
and  she  was  given  appropriate  antiluetic 
therapy.  There  is  no  way  of  proving  that 
her  initial  lesion  was  a primary  chancre  of 
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syphilis.  However,  retrospectively,  it  was 
felt  to  have  been  a chancre  by  each  of  her 
attending  physicians. 

Discussion 

Twenty-five  years  ago,  the  diagnosis  of 
each  of  the  cases  presented  would  probably 
have  been  readily  suspected  by  a cursory 
examination  of  the  lesions.  Physicians  were 
acutely  aware  of  the  significance  of  the  dis- 
ease, as  well  as  its  numerous  clinical  manifes- 
tations. Since  that  time,  many  young 
physicians  have  not  adequately  learned  the 
clinical  expressions  of  early  or  late  syphilis, 
and  most  older  physicians  have  not  had 
enough  exposure  to  lues  to  allow  them  to 
retain  their  former  diagnostic  acumen  for 
the  disorder.  Consequently,  it  would  seem 
highly  desirable  to  continue  to  perform  rou- 
tine serologic  tests  on  hospitalized  patients, 
premarital  examinees,  military  inductees, 
and  other  selected  groups  who  have  periodic 
physical  examinations.  The  results  of  such 
a policy  are  illustrated  by  Case  #2,  which 
would  have  been  missed  were  it  not  for  such 
routine  tests. 

In  addition  to  the  factors  listed  above, 
which  contribute  to  the  physicians  general 
"unawareness”  of  syphilis,  it  should  be  em- 
phasized that  lues  is  currently  not  a rare 
disease.  The  incidence  of  reported  primary 
and  secondary  syphilis  in  the  United  States 
reached  its  peak  in  1947,  and  then  declined 
sharply  until  1954.  It  remained  at  a low 
level  until  1954  when  another  rise  began.1 
This  rise  has  been  attributed  to  numerous 
factors.  Most  assuredly,  as  the  incidence  of 
the  disorder  declined,  there  was  decreased 
time  and  emphasis  devoted  to  syphilis  in 
medical  schools.  Concomitantly,  local,  state, 
and  federal  venereal  disease  control  appro- 
priations were  drastically  reduced.2  Perhaps 
most  significantly,  the  ease  of  penicillin 
therapy  had  allowed  treatment  to  be  effec- 
tively performed  in  the  physician’s  office, 
with  resultant  loss  of  control  of  the  patients 
and  their  contacts  by  venereal  disease  clinics. 
The  neglect,  by  these  physicians  in  reporting 


the  cases  they  treated,  contributed  appre- 
ciably to  the  increase  of  the  disease.1 

Increasing  awareness  of  the  potential 
syphilitic  hazard  has  recently  engendered  re- 
newed effort  on  the  part  of  many  physicians 
and  public  health  officials  involved  in  ve- 
nereal disease  control.  This  effort  became 
obviously  effective  in  early  1966  when,  for 
the  first  time  in  10  years,  the  total  reported 
cases  of  infectious  syphilis  in  the  United 
States  declined  minimally  from  the  number 
reported  the  previous  year.4  For  the  next 
twenty  months  the  national  rate  continued 
to  decrease  very  slightly  from  its  level  during 
the  corresponding  months  of  the  previous 
year.  From  January  through  October  of 
1967  there  were  25  8 cases  of  primary  or  sec- 
ondary syphilis  in  Virginia  which  were  re- 
ported to  the  State  Health  Department, 
compared  to  266  cases  for  the  same  period 
the  previous  year. ' Even  with  these  figures, 
Virginia  has  been  relatively  spared.  There 
were  nearly  two  and  a half  times  as  many 
reported  cases  in  metropolitan  Washington, 
D.  C.  and  over  six  times  as  many  in  Florida 
as  there  were  in  Virginia  during  the  first  ten 
months  of  1967. 5 

Summary 

Syphilis  remains  an  important  and  not 
uncommon  disease.  Because  older  practi- 
tioners have  let  their  index  of  suspicion  for 
syphilis  decline,  and  many  younger  physi- 
cians never  acquired  such  an  index,  the  dis- 
ease is  frequently  overlooked.  If  diagnosed, 
it  is  often  not  reported.  Three  cases  of  ini- 
tially unsuspected  syphilis  are  reported  to 
illustrate  the  ease  with  which  typical  cases 
of  the  disorder  can  be  missed,  and  to  empha- 
size the  necessity  of  renewed  vigilance  for 
its  recognition  on  the  part  of  every 
physician. 
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Liver  Abscess  Diagnosed  by  Autopsy 


That  fatal  infections  still  occur  in 
this  age  of  antibiotic  drugs  and 
new  diagnostic  techniques  is 
shotvn  by  this  case  of  liver  abscess 
that  failed  to  give  diagnostic 
symptoms  or  signs  during  its 
three  iveeks  course. 

T IVER  ABSCESS  is  relatively  uncommon 
but  carries  a high  mortality  rate.  The 
liver  has  an  intrinsic  ability  to  protect  itself 
due  to  its  abundant  blood  supply,  its  phago- 
cytic ability  and  its  ability  to  produce  anti- 
bodies. It  is  more  common  in  the  male  in 
the  twenty  to  forty  age  group. 

Bacteriology  in  order  of  occurrence  are 
E.  coli,  staphylococcus  aureus,  proteus  vul- 
garis, aerobacter  aerogenes,  and  streptococ- 
cus fecalis. 

The  symptoms  are  as  follows:  1.  A high 
spiking  fever  of  100  to  105  degrees;  2.  Nau- 
sea, vomiting  and  jaundice;  3.  Pain,  one  to 
three  weeks  after  onset  of  fever,  dull  in 
nature  and  located  anteriorly  over  the  an- 
terior axillary  line.  Intercostal  pain  is  com- 
mon and  is  increased  by  respiration  and 
turning;  4.  A hacking  non-productive 
cough. 

Physical  findings  include:  1.  Tenderness 
in  the  liver  area;  2.  Enlargement;  3.  Jaun- 
dice; 4.  Bulging;  5.  Spasticity  and  guarding 
of  the  right  rectus  muscle;  6.  Intercostal 
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tenderness;  7.  Dullness  in  the  right  lower 
chest  and  8.  Rales  at  the  right  lung  base. 

The  prognosis  is  almost  hopeless  without 
surgery.  The  mortality  rate  approaches 
100%  and  even  with  surgery  is  70%. 

Case  Report 

C.  R.,  a 22  year  old  white  single  co-pilot 
was  first  seen  in  the  office  on  November  7, 
1967,  for  an  upper  respiratory  infection  and 
sore  throat  which  was  treated  with  oral 
and  parenteral  penicillin  and  decongestants. 
He  passed  out  on  November  14,  1967,  with 
a high  fever  and  fell  and  struck  his  head. 
He  was  seen  on  November  15,  in  the  office, 
with  a fever  of  106  degrees  and  with  chills, 
and  he  was  admitted  to  Leigh  Memorial 
Hospital. 

Physical  examination  on  admission  re- 
vealed a pale,  acutely  ill  young  white  male. 
Other  than  a mild  pharyngitis,  the  examina- 
tion was  negative.  There  was  no  rash,  neck 
stiffness  or  murmurs  to  suggest  meningitis 
or  bacterial  endocarditis. 

Admission  laboratory  work  showed  a nor- 
mal urinalysis.  The  CBC  showed:  12.5 
grams  and  82%  hemoglobin,  8,800  white 
blood  cells,  7%  bands,  70%  polys,  1%  baso- 
philes,  3%  monocytes  and  19%  lympho- 
cytes. The  chest  x-ray  was  negative.  Rou- 
tine agglutinations  for  typhoid  O,  H,  and 
paratyphoid  A and  B,  tularemia  and  proteus 
OX- 19  were  negative.  The  blood  culture 
was  negative.  An  ox  cell  hemolysis  titer  was 
1:20.  The  Wassermann  was  negative.  The 
BUN  was  12.8  and  the  two-hour  blood 
sugar  was  103  mg.%. 
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Initial  treatment  consisted  of  oral  and 
parenteral  fluids,  intravenous  fluids,  Chloro- 
mycetin, aspirin  and  sponges  to  reduce  the 
fever. 

The  initial  impressions  were:  septicemia, 
virus  infection  and  mononucleosis. 

Course  in  the  Hospital 

The  patient  ran  a daily  spiking  fever 
from  100  to  105  accompanied  by  chills.  He 
had  a dry  hacking  cough.  Chloromycetin 
and  ampicillin  had  no  effect  on  the  fever 
and  were  discontinued,  the  Chloromycetin 
on  November  19,  and  the  ampicillin  on  No- 
vember 27.  On  November  25,  the  patient 
developed  pain  in  the  right  axillary  and 
anterior  chest  area  in  the  location  of  the  6th 
to  10th  ribs.  A friction  rub  was  noted  which 
disappeared  on  November  27.  The  chest 
film  was  negative.  He  was  thought  to  have 
a viral  type  pleurisy  or  possibly  an  epidemic 
pleurodynia. 

On  November  2 5,  the  abdomen  was  rigid 
and  painful  which  disappeared  after  an  in- 
jection of  demerol.  A surgical  consultation 
was  obtained  and  the  opinion  was  no  acute 
surgical  abdominal  problem. 

On  November  30,  the  patient  became 
progressively  worse  with  severe  headache  and 
personality  changes  of  aggressiveness  and 
combativeness.  No  nuchal  rigidity  or  reflex 
changes  were  found  to  suggest  meningitis. 
Skull  and  sinus  films  were  negative.  On 
December  1,  the  patient  continued  to  de- 
teriorate. A lumbar  puncture  was  negative. 
The  alkaline  phosphatase  was  slightly  ele- 
vated to  6.  A medical  consultation  was 
obtained  with  Dr.  Margolius.  On  December 
1 , at  11:00  P.M.,  he  was  transferred  to  Nor- 
folk General  Hospital  for  more  extensive 
laboratory  tests. 

On  December  2,  the  patient  continued 
delirious  still  complaining  of  severe  head- 
ache. On  December  3,  he  became  comatose 
and  the  pupils  were  dilated.  At  6:00  P.M., 
a neurosurgical  consultation  was  obtained 
with  Dr.  Neal.  A cerebral  angiogram  and 
a lumbar  puncture  were  both  negative.  At 
the  conclusion  of  these  tests  the  patient 


seemed  to  improve  temporarily.  The  neuro- 
surgeon suggested  the  diagnosis  of  viral 
encephalitis  despite  the  negative  lumbar 
puncture  findings.  On  December  4,  the 
patient  continued  comatose  but  still  re- 
sponded to  painful  stimuli.  A brain  scan, 
skull  x-rays  and  EEG  were  negative.  A gen- 
eralized maculopapular  eruption  was  noted 
and  thought  by  Dr.  Miller  to  be  non-spe- 
cific. He  noted  right  upper  quadrant  re- 
sistance to  percussion  and  flatness  suggestive 
of  hepatomegaly.  A liver  scan  was  consid- 
ered but  was  not  done  in  view  of  the  rapid 
downhill  course. 

On  December  5,  at  9:30  A.M.,  while  I 
(Dr.  Royer)  was  examining  the  patient, 
a cardiac  arrest  was  noted.  The  patient  was 
successfully  resuscitated,  a tracheostomy 
done  and  the  Bennett  respirator  was 
started.  Massive  intravenous  steroids  were 
given.  The  pupils  remained  dilated  and  left 
facial  twitching  was  noted.  A tachycardia 
of  140  per  minute  was  treated  with  intra- 
venous cedalanid.  The  patient  was  thought 
to  be  terminal  and  the  diagnosis  still  consid- 
ered was  that  of  an  atypical  viral  encepha- 
litis. 

During  the  next  two  days  the  patient 
passed  enormous  amounts  of  urine,  often 
as  much  as  three  liters  daily.  Large  quanti- 
ties of  intravenous  fluids  were  given  in  an 
attempt  to  maintain  fluid  and  electrolyte 
balance.  The  medical  consultant,  Dr.  Mar- 
golius, thought  that  this  was  a diabetes 
inspidus  from  the  lesion  involving  the  hypo- 
thalamus. Doses  of  intramuscular  pitressin 
failed  to  relieve  the  condition. 

The  patient  was  maintained  by  intra- 
venous levophed  drip,  respiration  with 
oxygen  and  intravenous  fluids.  He  went 
steadily  downhill  and  died  at  9:27  A.M.,  on 
December  8,  1967. 

The  laboratory  work  was  not  helpful  and 
only  late  in  the  course  of  the  illness  did  the 
patient  develop  a leucocytosis.  As  noted 
above,  elevated  alkaline  phosphatase  was 
obtained  on  two  occasions.  The  amount  was 
6 on  November  16,  and  8 on  December  6. 
All  blood  cultures  were  negative.  Malaria 
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smears  were  negative.  The  electrolytes  re- 
mained normal  the  entire  period. 

Autopsy 

An  autopsy  was  done.  A hemolytic 
staphylococcus,  coagulase  positive,  was  cul- 
tured from  the  purulent  material.  The  gross 
findings  were  as  follows: 

1.  Liver — large  11x5  cm.  solitary  abscess 
in  the  right  lobe  which  had  ruptured 
through  the  capsule  into  the  subdiaphrag- 
matic  space.  Purulent  material  was  noted 
in  the  right  peritoneal  gutter. 

2.  Brain — edema  with  evidence  of  in- 
creased intra-cranial  pressure  and  herniation 
of  the  cerebellar  tonsilli  and  hippocampal 
grooving.  There  are  two  abscesses  in  the  left 
frontal  and  left  fronto-parietal  lobes,  the 
larger  of  which  measures  8 cm.  x 3 cm.,  and 
they  are  located  in  the  white  matter.  There 
are  also  four  smaller  abscesses  in  the  right 
frontal  and  frontoparietal  area,  the  largest 
of  which  measures  2.5  cm. 

3.  Spleen — area  of  perforation  with  a 3 
cm.  adjacent  abscess  in  the  parenchyma. 

4.  Lungs — right  lung  in  upper  lobe  has 
2.5  cm.  area  of  abscess  with  surrounding 
areas  of  pneumonia.  The  bronchi  and  tra- 
chea are  filled  with  pus. 

Microscopic  sections  of  the  above  organs 
all  revealed  abscess  cavities  with  neutrophils, 
necrotic  tissue  and  proliferation  of  fibrous 
tissue  capsules. 

Comments 

1.  Early  in  his  course,  when  presumably 
treatable,  there  were  no  clinical  clues  to  the 
presence  of  a staphylococcal  septicemia.  He 
exhibited  no  focal  findings;  indeed,  he  had 
no  leucocytosis,  was  not  toxic,  and  blood 
cultures  were  sterile. 

2.  Despite  the  presence  at  necropsy  of 
large  brain  abscesses,  lumbar  puncture  dis- 
closed a normal  pressure,  no  cells,  normal 
protein,  and  both  brain  scans  and  carotid 
arteriography  were  negative.  All  these  diag- 
nostic procedures  were  performed  when 
neurological  findings  suggested  that  such 
abscesses  were  in  existence. 


3.  Where  his  primary  infectious  focus  lay 
remains  an  enigma.  He  did  not  have  skin 
lesions  at  onset.  He  did  not  have  pneumonia 
at  onset.  It  is  interesting  that  staphylococci 
passed  from  the  liver  through  the  heart  to 
the  brain  without  producing  an  endocar- 
ditis. 

4.  Cecil’s  text  says  that  50%  of  liver 
abscesses  have  no  obvious  primary  focus. 
This  case  seems  to  accentuate  that  fact  if 
true. 

5.  Early  in  his  course  there  was  no  hepa- 
tomegaly or  hepatic  tenderness  to  implicate 
liver  abscess  formation. 

6.  The  delirium  and  personality  changes 
first  noted  on  November  30  were  undoubt- 
edly due  to  involvement  of  the  frontal  lobes 
by  the  metastatic  spread  of  the  abscess. 

Summary 

This  is  a case  of  a 22  year  old  white  male 
who  ran  a septic  fever  for  the  entire  twenty- 
one  days  of  hospitalization  and  died  of  a 
liver  abscess.  This  was  not  suspected  ante- 
mortem. The  only  abnormal  laboratory  tests 
were  slightly  elevated  alkaline  phosphatase, 
and  the  significance  of  these  were  not  real- 
ized. 

The  lesson  to  be  learned  from  this  is  that 
people  still  die  of  undiagnosed  infectious 
diseases  despite  all  of  our  medical  knowledge 
and  sophisticated  equipment. 
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Diabetes  Detection 


Early  diagnosis  and  treatment  of 
diabetes  mellitus  results  in  a 
doivnward  trend  in  mortality. 
Every  effort  should  be  made  to 
find  the  tivo  million  undiagnosed 
American  diabetics.  Individuals 
with  a positive  family  history  or 
with  a past  history  of  an  abnormal 
blood  glucose  should  be  folloived 
with  repeated  examinations. 


T HAS  BEEN  ESTIMATED  that  over 
two  million  Americans  have  undiagnosed 
diabetes.  Assuming  equal  distribution,  this 
number  includes  some  40,000-5  0,000  Vir- 
ginians. There  is  sufficient  evidence  that 
early  diagnosis  and  treatment  of  the  diabetic 
will  lead  to  a drastic  reduction  of  mortality 
and  an  increase  in  the  life  span  of  persons 
with  the  disease. 

Between  195  5 and  1965,  the  Virginia 
State  Department  of  Health  conducted  a 
program  designed  to  detect  diabetes  among 
those  individuals  in  the  population  who  were 
unaware  of  having  this  disease.  Numerous 
screening  programs  were  held  throughout 
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the  State.  During  this  period,  over  123,000 
patients  were  examined  of  whom  8,900  were 
screened  positive.  The  criteria  for  selection 
of  the  target  population  varied,  although 
emphasis  was  usually  on  the  over  3 5 age 
group. 

In  most  instances,  the  technique  used 
consisted  of  drawing  a sample  of  blood 
which  was  then  qualitatively  tested  for 
blood  glucose  by  use  of  the  clinitron.  Posi- 
tive screening  tests  were  followed  by  quan- 
titative tests  with  referral  to  the  family 
physician  for  additional  diagnostic  study 
when  indicated. 

Approximately  2 5%.  of  the  positive  tests 
were  on  individuals  who  had  previously  been 
known  to  have  diabetes,  many  of  whom 
were  not  under  treatment  at  the  time  of  the 
test.  Approximately  25%  represented  new 
cases  who,  following  diagnosis,  were  placed 
under  treatment  by  their  personal  physi- 
cian. Approximately  1/3  were  reported  by 
the  family  physicians  as  not  having  diabetes 
while  the  remainder  received  no  follow-up 
or  a follow-up  considered  inadequate  to  de- 
termine the  diagnosis.  Many  of  those  ini- 
tially screened  positive,  who  were  diagnosed 
as  being  free  of  the  disease,  received  diag- 
nostic studies  which  could  not  be  accepted 
as  adequate. 

In  a recent  article,  Fisher  and  MacDonald' 
indicated  the  value  of  periodic  retesting 
among  individuals  who  had  had  prior  posi- 
tive tests  but  had  not  been  diagnosed  as 
diabetic.  Since  this  group,  already  identified, 
could  be  assumed  to  be  at  high  risk  of  de- 
veloping diabetes  (if  in  fact  they  had  not 
already  done  so),  it  appeared  reasonable  to 
concentrate  additional  case  finding  efforts 
on  them. 
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Method  of  Procedure 

Records  of  all  individuals  whose  previous 
screening  tests  were  abnormal  were  re- 
viewed. A total  of  1,062  patients  whose 
diagnosis  was  non-diabetic  or  undetermined 
were  selected.  Questionnaires  were  sent  to 
the  physician  of  record  requesting  the  pres- 
ent status  of  each  patient.  This  inquiry 
revealed  that  most  patients  were  no  longer 
under  the  care  of  the  same  physician  and, 
consequently,  that  current  information  was 
not  available. 

As  part  of  an  Apprenticeship  Training 
Program,  medical  students  were  assigned  the 
task  of  locating  these  patients  and,  where 
indicated,  obtaining  a two-hour  post  glu- 
cose loading  blood  sugar  followed  by  a two- 
hour  glucose  tolerance  test  when  indicated. 
Individuals  participating  were  given  an  oral 
preparation  containing  75  gms.  of  glucose. 
Two  hours  later,  a capillary  blood  sample 
was  taken  using  the  unipette.  The  analysis 
was  performed  by  autoanalyzer  at  the  State 
Health  Department  Laboratory. 

If  this  sample  was  less  than  130  mg.  per- 
cent glucose,  the  patient  was  notified  that 
the  examination  was  negative.  If  the  sample 
was  over  200  mg.  percent,  it  was  assumed 
that  the  patient  was  diabetic  and  the  patient 
was  immediately  notified  to  contact  his  phy- 
sician. A copy  of  the  test  result  and  notice 
of  the  referral  was  sent  to  the  selected 
physician. 

If  the  sample  fell  between  130  and  200 
mg.  percent,  the  patient  was  recalled  for  a 
two-hour  glucose  tolerance  test.  Where 
possible,  a fasting  blood  sugar  was  obtained 
and  the  patient  was  given  a 75  gm.  glucose 
drink.  Capillary  blood  for  autoanalyzer 
analysis  was  collected  at  one-half  hour,  one 
hour,  two  hours  and,  in  some  instances, 
three-hour  intervals.  A fasting  state  was 
not  required  for  either  the  initial  glucose 
challenge  or  the  glucose  tolerance  test,  since 
previous  studies  have  indicated  that  a glu- 
cose challenge  without  regard  to  the  time  or 
content  of  previous  meal  was  a satisfactory 
equivalent.2 


Utilization  of  micro  screening  techniques 
for  diabetes  was  felt  desirable  because  of 
more  ready  patient  acceptance  of  a finger 
prick  than  a vena-puncture  and  the  demon- 
strated accuracy  of  the  method.3 

Results 

Adequate  follow-up  was  obtained  on  494 
(or  46.5%)  of  the  1,062  possible  suspects. 
Table  I gives  a distribution  of  suspects  by 
age  and  interval  since  the  initial  test.  Since 
screening  programs  were  directed  mainly 
toward  those  3 5 years  of  age  or  older,  the 
distribution  tends  toward  the  older  age 
groups. 

TABLE  I 

Total  Suspects 


Interval  Since  Initial  Test 

Age  at  Time  of 

Initial  Test 

6 Yrs. 

<3  AYs. 

3-5  Yrs. 

or  Over 

<35 

64 

88 

27 

35-44  

34 

83 

78 

Subtotal  (<45) 

98 

171 

105 

45-54 

44 

123 

116 

55-64 

24 

72 

98 

65  and  over 

28 

/ 7 

106 

Subtotal  (45  and  over) 

96 

272 

320 

Total 

194 

443 

425 

Table  II  gives  the  distribution  of  suspects 
whose  status  was  not  determined  compared 
by  age  at  time  of  initial  test  and  reasons 
why  follow-up  could  not  be  made. 

Three  hundred  and  sixty  (63.4%)  could 
not  be  located.  One  hundred  and  seventy- 
seven  (31.2%)  of  the  suspects  refused  to 
participate  in  the  study.  The  remaining  3 1 
(5.4%)  represent  individuals  whose  family 
physicians  refused  to  allow  the  interviewers 
to  contact  them. 

Table  III  shows  the  distribution  by  age 
and  interval  since  the  last  test  of  those  sus- 
pects whose  present  status  could  be  ascer- 
tained. 

As  might  be  anticipated,  the  number  of 
deaths  increased  as  the  interval  since  the  in- 


614 


Virginia  Medical  Monthly 


itial  test  increased.  There  were  392  whose 
diabetic  status  was  determined.  Of  these, 
209,  or  5 3.3%,  were  known  to  now  be 
diabetic.  This  percentage  ranged  from  ap- 
proximately 47%,  of  suspects  less  than  three 


Discussion 

Early  detection  of  the  unknown  diabetic 
is  recognized  as  being  important  and  this 
has  led  to  the  development  of  many  screen- 


TABLE  II 

Suspects — Status  Not  Determined 


Interval  Since  Initial  Test 


Age  at  Time  of  Initial  Test 

<3  Yrs. 

3-5  Yrs. 

6 Yrs.  and  Over 

Unable  to 
Locate 

Refusal 

Total  Not 
Followed 

Unable  to 

Locate 

Refusal 

Total  Not 

Followed 

Unable  to 

Locate 

Refusal 

Total  Not 

Followed 

Patient 

Physician 

Patient 

Physician 

Patient 

Physician 

<45  Years 

48 

20 

5 

73 

100 

29 

1 

130 

40 

23 

2 

65 

45  Years  or  Over 

25 

7 

10 

42 

79 

50 

6 

135 

68 

48 

7 

123 

Total 

73 

27 

15 

115 

179 

79 

7 

265 

108 

71 

9 

188 

years  from  initial  abnormal  test  to  approxi- 
mately 62%  of  those  whose  initial  test  was 
six  years  or  more  ago.  Of  the  303  suspects 
retested,  120  or  approximately  40%  were 
diagnosed  as  diabetic.  This  ranged  from  a 


ing  programs  throughout  the  country.  A 
study  of  patients  who  had  been  treated  at 
the  Joslyn  Clinic4  revealed  that  there  has 
been  a downward  trend  of  mortality  when 
diagnosis  is  made  earlier.  Selection  of  target 


TABLE  III 

Suspects — Status  Determined 


Interval  Since  Initial  Test 


Age  at  Time  of  Initial  Test 

<3  Yrs. 

1 

3-5  Yrs. 

6 Yrs.  and  Over 

Not  Tested 

Tested 

Not  Tested 

Tested 

Not  Tested 

Tested 

<u 

Q 

Diabetic 

Diabetic 

Non-Diabetic 

Dead 

Diabetic 

Diabetic 

Non-Diabetic 

Dead 

Diabetic 

Diabetic 

Non-Diabetic 

<45  Years 

45  Years  and  Over  . . 

0 

4 

2 

14 

3 

16 

20 

20 

1 

22 

10 

20 

6 

38 

24 

57 

3 

72 

13 

30 

11 

46 

i 

13 

49 

Total 

4 

16 

19 

40 

23 

30 

44 

81 

75 

43 

57 

62 



low  of  32%,  for  those  less  than  three  years 
since  initial  test,  to  48%  of  those  whose 
initial  test  was  six  years  or  more  ago. 


population  is  based  on  a number  of  factors 
and  the  percentage  yield  in  each  survey  is, 
to  a large  extent,  dependent  upon  the  selec- 
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tion  of  screenees.  These  factors  have  been 
discussed  elsewhere'1  and  need  not  be  men- 
tioned at  this  time. 

The  importance  of  early  diagnosis  and 
placement  under  therapy  is  well  demon- 
strated in  an  article  by  Panzram0  in  which 
he  observed  275  patients  in  whom  diabetes 
had  been  diagnosed  as  a result  of  mass  sur- 
veys. These  patients  were  followed  for  a 
year  with  regular  examinations  and  glucose 
tolerance  tests.  Dietary  treatment  alone 
resulted  in  remission  in  10%  of  the  cases 
and  partial  remission  in  an  additional  9%. 
The  remission  depended  not  so  much  on  the 
stage  as  the  severity  of  the  disease.  Remis- 
sions were  observed  only  in  those  individ- 
uals whose  diabetes  could  be  controlled  by 
diet,  and  the  principle  factor  influencing 
remission  was  felt  to  be  weight  loss.  The 
highest  incidence  of  remission  was  observed 
in  males  under  the  age  of  50  years.  Fine- 
burg'  discusses  the  relationship  of  obesity 
and  diabetes  and  suggests  that  there  may  be 
a form  of  obesity  which  is  the  early  stage  of 
a genetically  determined  disease  in  which 
the  late  stage  is  diabetes  mellitus. 

As  might  be  expected  after  such  a length 
of  time,  many  patients  were  dead.  Causes 
of  death  indicated  several  diabetics  and  the 
most  frequent  noted  cause  was  cardiovascu- 
lar disease,  often,  of  course,  associated  with 
diabetes.  Of  the  303  tested,  120  were  found 
to  be  diabetic.  Add  to  this  the  89  who  had 
been  diagnosed  diabetic  since  the  initial 
examination  and  we  have  a total  of  209 
diabetics  out  of  392  individuals  at  risk.  As- 
suming a comparable  distribution  of  un- 
known cases  among  those  not  examined,  at 
least  136  additional  cases  are  still  unknown 
in  this  small  group  (568)  of  high  risk 
individuals. 

A report  issued  by  the  National  Center 
for  Chronic  Disease  ControF  summarized 
the  findings  in  diabetes  screening  programs 
throughout  the  United  States.  Their  analy- 


sis indicated  that  for  best  yield  in  screening 
programs,  efforts  should  be  concentrated  on 
(1)  persons  aged  40  and  over  and  (2)  per- 
sons under  40  who  have  a family  history  of 
diabetes. 

To  these  two  categories  should  be  added 
a third:  any  individual  who  has,  at  any  time, 
had  an  abnormal  blood  glucose  level  with- 
out a diagnosis  of  diabetes  being  made.  As  a 
result  of  this  study,  it  is  recommended  that 
these  individuals  be  re-examined  annually. 
Can  we  afford  to  overlook  such  an  obvious 
warning  sign  of  a controllable  disease? 

Summary 

Follow-up  of  494  individuals  previously 
identified  as  having  had  an  abnormal  blood 
glucose  level  revealed  that  over  a period  of 
one  to  six  years,  102  had  died,  89  had  been 
diagnosed  as  diabetic  and  120  were  found 
to  be  diabetic  upon  re-examination.  The 
authors  suggest  that  annual  examinations 
for  diabetes  is  indicated  once  an  individual 
has  demonstrated  an  abnormal  blood  glu- 
cose level. 
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Treatment  of  Lateral  Ligamentous  Injuries  of 
the  Ankle 


GEORGE  A.  FERRE,  M.D. 
JOSEPH  L.  PLATT,  M.D. 
Lynchburg,  Virginia 


Superior  results  may  be  obtained 
with  surgical  repair  of  the  torn 
ligaments  in  major  inversion 
sprain  of  the  ankle. 


A SPRAIN  may  be  defined  as  the  rup- 
ture of  some  or  all  of  the  fibers  of  a 
ligament.  If  the  injury  does  not  result  in 
instability  of  the  joint,  the  sprain  may  be 
termed  minor,  but  if  instability  results,  the 
designation  major  is  given.  Two  important 
groups  of  major  sprains  of  the  ankle  occur. 
These  are  inversion  sprains,  injuring  the  ex- 
ternal (Fibular)  collateral  ligament  and 
abduction  sprains  involving  the  deltoid  or 


Fig.  1 

internal  collateral  ligament.  The  inversion 
sprains  are  to  be  considered  in  this  paper. 

(Fig-  1) 


Presented  at  Annual  Meeting  of  The  Medical  So- 
ciety of  Virginia,  Arlington,  October  20,  1967. 


There  are  three  components  of  the  fibular 
collateral  ligament:  (1)  the  anterior  talo- 
fibular ligament,  (2)  the  talo-calcaneal 
ligament,  and  (3)  the  posterior  talo-fibular 
ligament.  (Fig.  2)  No  appreciable  degree 
of  associated  tilt  of  the  talus  is  produced  on 


Fig.  2 

inversion  sprains  when  the  anterior  talo- 
fibular ligament  alone  is  severed.  Instabil- 
ity results  from  a combined  rupture  of  both 
the  anterior  talo-fibular  ligament  and  the 
talo-calcaneal  ligament.  Instability  of  such 
a combined  ligamentous  rupture  is  exem- 
plified by  marked  displacement  of  the  talus 
in  its  long  axis.  Tilting  of  the  talus  in  its 
mortise  may  be  from  12°  to  300.1  If  the 
posterior  talo-fibular  ligament  also  ruptures, 
gross  instability  and  actual  dislocation  of 
the  talus  may  then  occur. 

Over  the  past  fifteen  years,  increasing 
attention  has  been  paid  to  injury  of  the  fib- 
ular collateral  ligament  particularly  in  view 
of  the  susceptibility  of  the  ankle  to  injury 
in  sports.  This  injury  occurs  basically  by 
two  mechanisms:  (1)  forced  inversion  of 
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the  plantar  flexed  foot  as  in  the  basketball 
type  injury  when,  after  rebounding,  the 
player’s  foot  strikes  the  floor  or  an  oppo- 
nent’s foot  and  (2)  when  the  foot  is  fixed, 
external  rotation  of  the  legs  superimposed 
on  the  inverted  position  of  the  foot  will 
provide  an  additional  fulcrum  to  lever  the 
talus  out  of  the  ankle  joint  mortise  around 
the  fixed  point  of  the  medial  malleolus  as 
in  a football  player  wearing  a cleated  shoe. 
This  injury  is  not  by  any  means  confined 
to  athletes,  but  the  mechanisms  are  best  il- 
lustrated by  the  above  examples. 

Although  the  initial  injury  should  be  re- 
garded seriously,  often  it  does  not  receive 
adequate  or  immediate  attention  and  is  fol- 
lowed by  the  sequela  of  "chronic  sprain”. 
The  time  for  accurate  diagnosis  of  the  de- 
gree of  damage  is  at  the  time  of  injury 
when  muscle  spasm  is  not  evident,  pain  is 
not  magnified,  and  swelling  and  hemar- 
throses  have  not  developed.  However,  this 
golden  opportunity  for  repair  is  not  always 
taken  advantage  of  and  the  result  is  an  un- 
desirable situation  and  necessitates  recon- 
struction of  the  injured  ligaments. 

Patients  who  have  suffered  a tear  of  the 
fibular  collateral  ligament  present  with  a 
history  of  the  ankle  "turning  under  them” 
and  usually  hearing  a popping  sound  with 
sudden  pain  in  the  lateral  aspect  of  the 
ankle.  It  is  difficult  for  them  to  bear  weight 
on  the  ankle  immediately.  On  examination, 
marked  swelling  confined  to  the  lateral 
aspect  of  the  ankle  is  noted  and,  if  a short 
period  of  time  has  lapsed,  ecchymosis  at  the 
point  of  attachment  of  the  ligament  to  the 
talus.  Many  times  the  examiner  can  feel  a 
depression  in  the  area  where  the  anterior 
talo-fibular  ligament  should  be  intact.  The 
diagnosis  is  then  confirmed  by  x-rays  and 
it  is  felt  one  should  always  stress  test  the 
ankle.  If  the  ankle  is  examined  soon  after 
injury,  it  can  be  accomplished  readily  and 
adequately  without  anesthesia  but  local  in- 
filtration of  an  anesthetic  agent  may  be 
necessary  if  pain  and  spasm  are  severe.  In 
testing  the  ankle  under  inversion  stress,  the 


leg  is  fixed  by  one  examining  hand,  then  the 
foot  is  inverted  by  pressure  applied  to  the 
other  hand.  This  may  be  done  alternatively 
by  a mechanical  device  to  eliminate  the  wide 
variation  in  the  amount  of  stress  applied  by 
the  examining  physician. 

If  there  is  no  evidence  of  complete  rup- 
ture of  both  the  anterior  talo-fibular  and 
the  talo-calcaneal  ligament,  i.e.,  the  talar  tilt 
on  stress  x-rays  is  less  than  12  , the  treat- 
ment is  non-operative  and  usually  is  directed 
toward  reduction  of  swelling  followed  by 
a short  leg  walking  cast  for  three  weeks. 
This  can  be  individualized  and  less  severe 
sprains  may  require  simple  strapping. 

Surgical  repair  of  tears  of  the  fibular 
collateral  ligament  should  be  reserved  for 
those  cases  of  combined  rupture  of  the  an- 
terior talo-fibular  and  the  talo-calcaneal 
ligament  or  in  instances  of  complete  insta- 
bility of  the  ankle  where  all  three  ligaments 
have  been  ruptured.  Several  investigators 
have  shown,  both  experimentally  and  clin- 
ically, that  much  superior  results  with 
avoidance  of  the  chronic  "weak”  ankle  may 
be  obtained  by  this  method.  (Figs.  3 & 4) 


Fig.  3 


Technique 

We  feel  that  the  operative  approach  to 
this  lesion  should  both  allow  for  a primary 
repair  and  exploration  of  the  area  of  injury 
and,  if  necessary,  extended  to  allow  for  the 
reconstruction  of  the  torn  ligament.  In 
most  cases,  with  a fresh,  uncomplicated  in- 
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jury,  there  is  sufficient  ligamentous  tissue 
to  allow  repair;  however,  there  are  cases 
which  appear  to  be  recent  and  at  surgery 
it  is  found  that  the  ankle  is  unstable  because 
of  an  old  injury  and  there  is  not  sufficient 
ligamentous  tissue  to  allow  direct  repair  or 
other  cases  where  the  ligament  is  so  torn 


> 


Fig.  4 

primary  repair  would  seem  doomed  to  fail- 
ure and  reconstruction  is  best  carried  out. 

The  incision  follows  a line  posterior  to 
the  fibula  for  approximately  an  inch  and  a 
half  above  the  tip  of  the  fibula  and  then 
crosses  the  fibula  and  extends  for  a distance 
of  two  inches  across  the  ankle  joint  in  line 
with  the  insertion  of  the  peroneus  brevis 
tendon,  that  is,  the  head  of  the  fifth  meta- 
tarsal. Only  the  mid-section  of  this  incision 
needs  to  be  opened  for  inspection  of  the 
ankle  mortise  and  to  determine  the  extent 
of  the  ligamentous  damage.  Primary  repair 
can  be  carried  out  through  this  middle  sec- 
tion by  suture  of  the  ligaments  with  mat- 


tress sutures  restoring  the  continuity.  (Figs. 
5 & 6)  The  joint  is  thoroughly  flushed  with 
saline  and  inspected  for  loose  fragments  of 
bone  or  cartilage.  If  it  is  determined  that 
reconstruction  should  be  done,  then  we 
prefer  using  the  peroneus  brevis  tendon 
transferred  through  a drill  hole  in  the  fibula 
as  advised  by  Evans:  "Approach,  divide,  and 


Fig.  5 


mobilize  the  peroneus  brevis  tendon,  sutures 
the  free  end  of  the  peroneus  brevis  muscle 
to  the  peroneus  longus  tendon,  then  drill 
a tunnel  through  the  fibula  large  enough  to 
receive  the  tendon,  beginning  at  the  tip  of 
the  fibula  and  emerging  posteriorly  1 % 
inches  proximal  to  the  tip.  Then  guide  the 
tendon  through  the  tunnel  from  inferiorly 
to  superiorly  and  suture  it  under  tension  to 
the  adjacent  soft  tissues  at  both  ends  of  the 
tunnel.”  J In  our  experience,  this  tenodesis 
is  simpler  than  the  Watson-Jones  procedure. 

Post-operatively,  the  foot  is  immobilized 
in  neutral  position  and  slight  eversion  with 
a short  leg  plaster  cast  or  plaster  splints. 
The  patient  usually  has  very  little  discom- 
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fort  and  is  allowed  to  be  up  on  crutches  and 
usually  leaves  the  hospital  on  the  second 
or  third  post-operative  day.  He  returns  to 
the  office  and  the  sutures  are  removed  about 
the  tenth  post-operative  day  and,  at  this 
time,  weight  bearing  is  allowed  with  the 
use  of  a walking  cast.  Even  though  experi- 
mentally, it  has  been  shown  that  the  liga- 
ments are  fully  healed  in  three  weeks,1  we 


Fig.  6 


have  not  removed  the  cast  for  four  weeks. 
At  that  time  full  activity  is  allowed. 

In  our  practice,  we  have  had  eighteen 
patients  with  this  injury  who  have  required 
primary  repair  of  the  fibular  collateral  liga- 
ment. Although  the  age  range  of  these  pa- 
tients has  been  14  to  64,  ten  out  of  the 


eighteen  have  been  twenty-one  years  of  age 
or  under.  The  most  common  single  cause 
has  been  a basketball  injury  in  six  instances. 
On  each  occasion,  the  player  was  jumping 
and  landed  on  the  inverted  foot.  Only  one 
patient  was  injured  playing  football.  All 
eight  adults  injured  their  ankles  in  non- 
athletic  pursuits.  The  primary  repair  was 
completely  successful  in  sixteen  cases.  One 
patient’s  course  was  complicated  by  a super- 
ficial wound  infection.  The  only  failure  was 
a boy  who  re-injured  his  ankle  six  weeks 
after  repair  while  again  playing  basketball 
and  necessitated  reconstruction  on  that  oc- 
casion. 

Summary 

We  have  wished  to  re-direct  attention  to 
major  inversion  sprains  of  the  ankle  and 
indications  for  primary  repair.  In  our  ex- 
perience with  eighteen  such  injuries  which 
were  repaired  soon  after  injury,  we  feel  that 
the  results  are  better  than  if  non-operative 
treatment  had  been  utilized. 
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U.  Va.  Autopsy  11176 

Clinical  History 

This  83  year  old  railroad  station  master 
was  admitted  to  the  University  of  Virginia 
Hospital  in  195  5 for  the  seventh  time  with 
a complaint  of  vertigo  and  fainting.  He 
had  been  hypertensive  for  nine  years,  and 
he  had  been  subject  to  two  pillow  orthop- 
nea, occasional  exertional  chest  pain,  and 
urinary  dribbling.  Examination  revealed  a 
blood  pressure  of  190/100,  a hypersensitive 
carotid  sinus,  slight  cardiomegaly,  a liver 
edge  three  centimeters  below  the  right  cos- 
tal margin,  and  moderate  prostatic  enlarge- 
ment. The  electrocardiogram  showed  left 
ventricular  hypertrophy.  Short  term  rau- 
wolfia  therapy  was  discontinued. 

He  was  next  seen  in  19  5 8 complaining 
of  stiff  painful  joints  and  muscle  aching. 
Redness  and  swelling  of  the  knees  and  feet 
and  a low  grade  fever  were  noted,  along 
with  a blood  pressure  of  160/100.  Blood 
urea  nitrogen  was  38  milligrams  percent, 
and  muscle  biopsy,  febrile  agglutinins,  and 
a sheep  cell  test  were  negative.  With  a uric 
acid  of  8 milligrams  percent,  he  was  given 
a trial  of  colchicine  and  probenecid  with 
prompt  loss  of  fever  but  only  a fair  response 
of  his  joints.  Prednisone  was  begun  and, 
with  probenecid,  gave  good  control  of 
symptoms  for  three  years. 

In  March  of  1961,  during  an  intercurrent 
pneumonia,  his  joints  were  asymptomatic; 
x-ray  films  of  the  hands  and  feet  revealed 
degenerative  changes.  Probenecid  was  dis- 


continued, and  his  prednisone  was  tapered 
from  ten  milligrams  per  day.  Blood  pressure 
was  160/100,  and  blood  urea  was  5 8 milli- 
grams per  cent. 

In  July  of  1961  he  was  seen  with  painful 
swollen  feet  and  hands,  with  no  response 
to  colchicine  and  steroids.  Blood  pressure 
was  200/100.  There  was  lateral  interosseous 
muscle  atrophy  and  slight  ulnar  deviation 
of  the  fingers;  no  limitation  of  motion,  sub- 
cutaneous nodules,  or  tophi  were  noted. 
There  was  swelling  and  tenderness  of  the 
first  and  fifth  metatarso-phalangeal  joints 
bilaterally.  He  complained  of  intermittent 
burning  of  the  feet,  and  decreased  ankle 
jerks  and  loss  of  vibratory  sense  in  the  toes 
were  noted.  For  the  first  time  the  urine 
showed  as  many  as  eight  to  ten  white  blood 
cells  per  high  power  field.  Blood  urea  was 
50  milligrams  per  cent,  uric  acid  6.1  milli- 
grams per  cent,  calcium  and  phosphorus 
were  normal,  and  an  alkaline  phosphatase 
was  8.4  Bodansky  units.  A test  for  lupus 
erythematosus  cells  and  a latex  flocculation 
test  were  negative.  He  developed  a rash 
while  taking  oxyphenbutazone  with  im- 
provement in  symptoms.  He  complained 
of  acute,  cramping  left  lower  abdominal 
pain  in  April  of  1964,  and  rectal  tenderness 
was  noted.  Microscopic  hematuria  and  leu- 
kocytosis were  found;  blood  urea  was  124 
and  the  uric  acid  8.0  milligrams  per  cent 
respectively.  Subsequent  gastrointestinal 
x-rays  were  normal. 

In  November  of  1964  he  had  another 
bout  of  pneumonia,  complicated  by  pleural 
effusion,  atelectasis,  and  prolonged  fever. 
Bronchoscopy  and  a scalene  node  biopsy 
were  normal.  He  was  found  to  be  in  atrial 
fibrillation.  Hematocrit  was  30  per  cent,  and 
a urinalysis  revealed  0 to  5 white  blood  cells 
and  40  to  50  red  blood  cells  per  high  power 
field.  Blood  urea  was  147,  blood  creatinine 
2.8,  and  uric  acid  9.5  milligrams  per  cent 
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respectively.  Urine  culture  remained  neg- 
ative. 

A respiratory  infection  again  hospitalized 
him  in  April  of  1966.  Nocturia  and  dysuria 
were  thought  to  be  related  to  prostatic  dis- 
ease. Blood  pressure  was  220/90.  A loud 
inspiratory  extracardiac  sound  was  heard 
over  the  precardium.  The  proximal  inter- 
phalangeal  joints  were  enlarged  without 
synovial  thickening.  He  was  unable  to  close 
his  fist.  There  was  no  joint  tenderness,  and 
neither  nodules  nor  tophi  were  seen.  He  was 
treated  with  chloramphenicol  for  urinary 
tract  infection  due  to  a Proteus  species. 
Blood  urea  was  110,  creatinine  2.6,  and  uric 
acid  1 10  milligrams  per  cent  respectively. 
Latex  flocculation  test  was  1 + . 

Subsequently,  the  patient  did  well  until 
April  of  1967,  when  hydrochlorothiazide 
was  added  because  of  a rise  in  blood  pressure 
to  270/130.  Thereafter,  respiratory  symp- 
toms of  cough  and  dyspnea,  and  increas- 
ingly severe  dysuria,  myalgia,  and  arthralgia 
led  to  his  final  admissions  elsewhere.  In  spite 
of  various  antibiotics,  he  became  progres- 
sively febrile  and  confused.  He  died  oliguric 
and  with  convulsions  in  May  of  1967. 

Clinical  Discussion 

Dr.  William  M.  O’Brien:  The  protocol 
describes  a man  who  first  became  ill  at  the 
age  of  71  and  pursued  an  episodic  course 
of  joint  disease  with  gradual  renal  failure 
and  death  in  uremia  at  the  age  of  83.  This 
seems  to  be  a good  example  of  gout  and 
renal  disease  but  there  are  many  disquieting 
points.  The  man  did  have  an  elevated  uric 
acid,  but  these  elevations  were  never  really 
impressive  and  he  did  fail  to  respond  to 
colchicine  on  several  occasions.  He  had  sev- 
eral episodes  of  pulmonary  disease  which 
were  probably  infection  but  might  have 
been  something  else.  There  were  several 
episodes  of  abdominal  pain  but  these  were 
not  classical  renal  colic.  And  finally  he  did 
have  a progressive  renal  disease  without 
obvious  cause. 

We  have  a triad  of  pulmonary  disease, 


renal  disease  and  arthritis,  which  suggests 
polyarteritis  nodosa.  However,  the  man  had 
a normal  sedimentation  rate,  he  had  no  evi- 
dence of  granuloma  formation  in  the  res- 
piratory tract,  and  his  history  was  not 
characteristic  of  the  infarction  of  organs 
which  one  expects  in  polyarteritis.  On  one 
occasion  a muscle  biopsy  was  negative  and 
his  course  was  hardly  the  fulminating  course 
nearly  away  seen  in  polyarteritis.  We  can 
also  discard  lupus  erythematosus.  He  had 
arthritis  and  kidney  disease  but  the  lupus 
cell  preparation  was  negative  and  he  had  no 
evidence  of  an  involvement  in  other  organs 
suggesting  lupus.  In  an  individual  with 
myalgia  and  joint  pain,  rheumatoid  arthritis 
has  to  be  considered.  The  distribution  of 
joints  is  not  characteristic  of  this  disease  and 
over  a period  of  ten  years  he  did  not  develop 
any  of  the  characteristic  deformities  of 
rheumatoid  arthritis.  Some  patients  have 
rheumatoid  arthritis  with  the  absence  of 
rheumatoid  factor.  Again  the  normal  sedi- 
mentation rate  is  against  this  diagnosis. 
Could  this  be  sarcoid  with  arthritis?  We 
certainly  should  consider  this  since  cases  of 
sarcoid  arthritis  will  respond  to  colchicine 
and  can  mimic  gout.  He,  however,  had  a 
negative  node  biopsy.  X-rays  do  not  show 
hilar  adenopathy  and  no  other  organ  in- 
volvement characteristic  of  sarcoid  is  pres- 
ent. 

In  an  older  man  there  are  two  types  of 
rheumatic  diseases  that  we  ought  to  con- 
sider. Pseudogout  or  chondrocalcinosis  can 
be  ruled  out  since  he  did  not  have  the  char- 
acteristic cartilage  calcification  and  most 
of  the  patients  will  respond  to  very  small 
doses  of  corticosteroids.  Polymyalgia  rheu- 
matica  is  usually  seen  in  older  patients.  The 
pain  is  very  severe,  primarily  in  the  region 
of  the  spine.  The  sedimentation  rate  is  very 
high,  and  the  disease  responds  to  small  doses 
of  corticosteroids  and  rarely  last  longer  than 
two  years.  So  I find  nothing  to  support  this 
diagnosis. 

In  considering  this  man’s  arthritis  and  its 
association,  I cannot  think  of  any  reason- 
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able  possibilities  other  than  gout.  In  diag- 
nosing gout,  one  runs  into  a number  of 
problems  which  can  be  very  vexing.  Gout 
can  be  polyarticular.  The  only  way  you 
can  rule  out  gout  is  by  determining  serum 
uric  acid  level.  Gout  can  involve  very  par- 
ticular joints,  such  as  the  sacroiliac  joint.1 
Acute  uveitis  due  to  gout  crystals'1  has  been 
described.  A recent  survey  indicated  1 5 % 
of  onsets  of  gout  were  polyarticular.'1  So 
the  textbook  story  that  95%  of  gout  begins 
in  the  great  toe  is  certainly  not  true.  An- 
other confusing  factor  is  the  intake  of  small 
amounts  of  aspirin.  Small  amounts  of  as- 
aspirin  inhibit  the  excretion  of  uric  acid 
and  can  result  in  elevation  of  the  serum 
uric  acid.  In  rheumatoid  arthritis  and  other 
joint  diseases  unsuspected  aspirin  selfmedi- 
cation can  greatly  confuse  the  diagnostic 
picture.4  Gout  can  also  coexist  with  other 
diseases  particularly  coronary  artery  dis- 
ease, hypertension  and  renal  disease.  Both 
classical  gout  and  classical  rheumatoid  arth- 
ritis have  been  described  in  the  same  pa- 
tient,;>  but  this  occurs  rarely.  Postoperative 
gout  is  very  common  and  is  worth  consid- 
ering in  anyone  who  has  joint  pain  after 
an  operation.  Another  point  needing  em- 
phasis is  that  during  an  acute  gouty  attack 
the  serum  uric  acid  may  fall  drastically 
due  to  precipitation  of  urates  in  the  joints. 
Observation  of  needle  shaped  crystals  in 
synovial  fluid  with  polarized  light  is  diag- 
nostic of  gout.  Obviously,  this  patient’s 
condition  was  deteriorating  and  the  phy- 
sicians managing  this  case  felt  they  had  to 
start  corticosteroid  therapy.  Starting  corti- 
costeroids without  a definite  diagnosis  was 
a drastic  step  and  a joint  aspiration  might 
have  clarified  the  situation.  Finally  the 
association  of  gout  and  renal  stones  deserves 
mention.  Most  renal  stones  occur  in  indi- 
viduals who  do  not  have  clinical  gout  and 
these  individuals  are  perfectly  normal  ex- 
cept that  they  cannot  alkalinize  their 
urine.*’  They  repeatedly  form  uric  acid  stones 
even  though  the  serum  uric  acid  is  normal. 
In  true  gout  about  one  fifth  of  patients  do 


have  stones,  and  in  this  group  of  stone 
formers  about  40%  of  the  stones  antedate 
the  arthritis.'  In  these  gouty  individuals 
who  are  stone  formers  persistently  acid 
urines  are  usually  seen. 

In  this  patient  repeated  episodes  of  ab- 
dominal pain  occurred.  Was  this  renal 
colic?  Certainly  the  history  is  not  charac- 
teristic. There  is  some  suggestion  that  it 
might  have  been  diverticulitis.  The  patient 
was  receiving  corticosteroids,  which  does 
predispose  to  peptic  ulcer,  and  rarely  to 
pancreatitis,  but  nothing  in  the  protocol 
suggests  these  complications.  So,  although 
the  story  is  atypical,  I believe  this  man  re- 
peatedly passed  renal  stones. 

Before  proceeding,  I’d  like  to  see  the 
x-rays.  I think  that  the  films  will  not  tell 
us  a great  deal,  but  perhaps  they  can  clarify 
a few  points.  In  regard  to  the  lungs,  I 
would  like  to  know  whether  these  episodes 
of  pneumonia  were  typical  pneumonia.  Was 
there  any  evidence  of  granuloma  formation 
such  as  is  seen  in  the  Wegener’s  variant  of 
polyarthritis  nodosa?  As  for  the  joint  films, 
I’d  like  to  know  if  any  chondrocalcinosis  is 
present.  Do  the  small  joints  show  erosions 
characteristic  of  rheumatoid  arthritis?  In 
the  abdomen  films,  I would  like  to  know 
about  the  size  of  the  kidneys.  I doubt  that 
these  are  chronic  shrunken  kidneys  of  a 
previous  glomerulonephritis.  Do  the  kid- 
neys differ  in  size?  This  would  suggest  a 
severe  pyelonephritis.  I suspect  the  kidneys 
are  only  slightly  less  than  normal  size  and 
symmetrically  shrunken.  Finally,  I’d  like 
to  know  if  there  are  stones.  In  gout  there 
may  be  pure  urate  stones  that  are  radio- 
lucent.  However,  the  stones  are  usually 
mixed  with  calcium  phosphate  and  can  be 
seen  radiographically. 

Dr.  William  Wilson:  There  appears  to 
be  nothing  unusual  about  the  episodes  of 
pneumonia;  specifically,  there  is  no  evidence 
of  granuloma  formation.  The  joints  show 
no  evidence  of  chondrocalcinosis,  and  the 
changes  seen  are  more  consistent  with  de- 
generative disease.  The  right  kidney  meas- 
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ures  10.0  centimeters  and  the  left  11.6 
centimeters.  Several  small  stones  are  identi- 
fiable as  radiopaque  densities  in  the  left 
kidney,  a finding  not  inconsistent  with 
gouty  lithiasis,  as  you  pointed  out.  I cannot 
make  a diagnosis  of  pyelonephritis  from 
these  studies. 

Dr.  William  O’Brien:  I’m  not  swayed 
too  much  by  the  findings  in  the  joints.  The 
man  is  83,  and  such  minimal  changes  are 
occasionally  seen  at  this  age,  so  I still  reject 
the  diagnosis  of  the  collagen  group  of  dis- 
eases. I would  like  to  discuss  the  nature  of 
gout  in  more  detail  before  proceeding  to 
an  analysis  of  the  final  renal  disease. 

In  1957  some  of  the  experts  on  gout  were 
convinced  that  little  evidence  existed  for 
anything  but  a primary  metabolic  cause  for 
gout8  and  that  the  disease  was  simply  an 
inborn  error  of  metabolism  and  there  was 
no  evidence  for  any  renal  lesion.  However, 
a year  later  some  disquieting  evidence  ap- 
peared indicating  that  in  some  cases  of  gout 
one  could  not  consistently  detect  an  over- 
incorporation of  precursors  into  urate.0  This 
mitigated  against  any  simple  metabolic 
defect. 

The  clearance  of  uric  acid  in  the  kidneys 
is  rather  peculiar.  One  hundred  percent  of 
the  filtered  uric  acid  is  cleared  by  the  glo- 
merulus. In  the  proximal  tubule  about 
99%  is  resorbed,  and  in  the  distal  tubule 
about  10%  of  the  total  serum  urate  is  ac- 
tively secreted  in  the  tubule.  The  net  effect 
is  that  most  of  the  urate  appearing  in  the 
urine  comes  from  secretion  in  the  distal 
tubule.  In  1959  Nugent  and  Tyler1"  per- 
formed an  interesting  experiment  in  which 
they  fed  large  amounts  of  nucleic  acids  to 
gouty  and  nongouty  subjects.  They  found 
that  during  extreme  loading,  the  patients 
with  gout  were  unable  to  secrete  as  much 
uric  acid  as  normal  subjects.  Since  that  time 
there  has  been  a considerable  controversy 
revolving  around  the  ability  of  the  distal 
tubule  maximally  to  secrete  uric  acid  in 
patients  with  gout.  Wyngaarden11  re- 
analyzed previous  data  and  suggested  that 


two  defects  existed:  in  some  patients  a pri- 
mary renal  defect,  and  in  some  a metabolic 
defect.  Seegmiller  and  his  associates12 
studied  uric  acid  clearances  in  gout  and  sug- 
gested that  in  some  cases  a defect  in  maxi- 
mal ability  to  secrete  uric  acid  was  present. 
Other  workers  disagreed1'1  and  could  not 
find  differences  in  gouty  and  normal  indi- 
viduals during  periods  of  very  heavy  nucleic 
acid  loading.  In  the  last  two  years,  two 
papers141"  have  been  published  which  indi- 
cate that  a tremendous  variability  exists 
both  in  normals  and  gouty  individuals  in 
the  ability  maximally  to  secrete  uric  acid. 
Obviouslv  the  problem  reduces  to  statistics, 
and  until  larger,  carefully  controlled  trials 
are  done,  the  situation  will  remain  confused. 

Seegmiller  and  his  associates  have  clarified 
some  of  the  picture  in  a recent  paper.10 
They  had  previously  studied  a rare  type  of 
mental  deficiency  characterized  by  choreo- 
athetosis,  self  multilation,  hyperuricemia 
and  renal  failure.  They  showed  a complete 
absence  of  an  enzyme  hypoxanthine-gua- 
nine  pyrophosryl  transferase  in  this  syn- 
drome. In  two  families  with  gout  a de- 
ficiency, but  not  a complete  absence,  of 
this  enzyme  was  demonstrated.  Further- 
more, they  were  able  to  show  that  these 
patients  would  not  respond  to  allopurinol1, 
and  advanced  a biochemical  explanation  for 
this.  Thus,  it  appears  that  in  a small  minor- 
ity of  the  cases  of  gout,  a very  definite 
inborn  error  of  metabolism  does  exist. 
Probably  as  time  goes  on  other  discrete  de- 
fects will  be  identified. 

If  gout  were  a simple  genetic  entity,  one 
would  expect  that  its  inheritance  would  be 
be  defined  by  easily  identified  patterns.  I 
extensively  studied  the  inheritance  of  hy- 
peruricemia in  American  Indians10  and 
found  that  of  the  total  variability  of  the 
serum  uric  acid  only  20%  could  be  ac- 
counted for  by  inheritance.  In  studies  in 
Scottish  twins,  Buchanan  and  his10  associates 
obtained  similar  results.  They  found  strong 
evidence  of  environmental  influences  on 
the  serum  uric  acid.  In  identical  twins  liv- 
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ing  together  the  uric  acids  were  similar,  but 
in  identical  twins  living  apart  uric  acids 
tended  to  be  different.  Dietary  differences 
were  the  probable  cause  of  this  discrepancy. 
I think  our  rich  diet  is  increasing  the  prev- 
alence of  gout. 

We  know  that  many  environmental  in- 
fluence factors  cause  hyperuricemia.  They 
are  listed  in  Table  I. 


Table  I 

Non  Genetic  Causes  of  Hyperuricemia 


General 

PSocial,  class,  intelligence 
Obesity,  high  hemoglobin 
Ketosis,  lactic  acidemia 
Environmental  toxins 
Ethanol 
Lead 

Race — Polynesians 


Drugs 

Synthesis  increased 
bacteriostatic  sulfona- 
mides 

acetazoleamide 

Excretion  increased 
aspirin  (high  doses) 
probenecid 
sulfinpyrazone 
6-azauridine 

coumarin  derivatives 


Diseases 

Myeloproliferative  disor- 
ders 

Metabolic  and  endocrine 
Hyperparathyroidism 
Hypoparathyroidism 
Myxedema 
PDiabetes 

Glycogen  storage  disease 
Psoriasis 
Mongolism 
Renal  disease 
Heart  disease 
congenital 
arteriosclerotic 
Infectious  Mononucleosis 

Synthesis  decreased 
azaserine 
desoxynorleucine 
methotrexate 
allopurinol 
Excretion  decreased 
aspirin  (low  doses) 
pyrazinamide 
chlorthiazide 
thorazine  derivatives 
-esp  chlorprothixene 
anti  hypertensives 

-esp  ganglionic  block- 
ers 


They  range  from  physiologic  states  to  dis- 
eases to  drugs.  In  many  instances  these  fac- 
tors induce  severe  gout.  As  a general  rule, 
drugs  increase  the  serum  uric  acid  in  low 
doses  by  inhibiting  secretion  in  the  distal 
tubule,  and  lower  serum  uric  acid  in  high 
doses  by  inhibiting  resorption  in  the  proxi- 
mal tubule.  This  paradoxical  action  is  well 
illustrated  by  aspirin,  which  causes  hyper- 
uricemia on  low  doses  and  is  a uricosuric 
at  doses  of  over  four  grams  per  day. 


In  summary,  there  is  a wide  variety  of 
environmental  factors  which  affect  the 
serum  uric  acid,  making  it  unlikely  that  any 
discrete  genetic  defect  is  responsible  for  the 
vast  majority  of  the  hyperuricemia  that  we 
see. 

What  was  the  nature  of  the  renal  lesion? 
He  had  no  history  of  nephritis.  He  had  no 
albuminuria  when  first  seen,  and  although 
red  cells  were  seen  in  the  urine,  no  red  cell 
casts  were  present.  So  a chronic  glomeru- 
lonephritis was  unlikely.  We  know  that  this 
man  was  hypertensive  for  many  years,  and 
I suspect  the  primary  lesion  was  nephro- 
sclerosis secondary  to  hypertension.  When 
he  first  appeared  his  urines  were  normal,  but 
later  his  urine  showed  many  white  cells  and 
at  the  end  he  definitely  had  urinary  infec- 
tion. Thus  I suspect  that  this  nephrosclero- 
sis was  complicated  by  some  pyelonephritis. 
This  was  not  a major  element  in  his  illness, 
but  with  already  compromised  kidneys,  this 
helped  push  him  into  uremia. 

I believe  the  gout  was  secondary  to  renal 
disease.  If  this  were  a primary  metabolic 
defect,  it  would  have  appeared  much  earlier 
in  life.  Subtle  decrease  in  tubular  function 
probably  caused  retention  of  urate,  and 
eventually  led  to  acute  precipitation  in  the 
joints.  Careful  surveys20,21  have  shown  no 
evidence  for  primary  renal  pathology  in 
gout.  The  renal  picture  seen  is  usually  a 
mixed  bag,  just  as  described  above:  some 
nephrosclerosis  and  a little  superimposed 
pyelonephritis.  Often,  usually  in  the  pyra- 
mids, small  collections  of  urate  are  seen  in  a 
deGalantha’s  stain.  I suspect  minimal  de- 
posits will  be  seen.  A few  unimpressive 
deposits  may  be  seen  in  the  joints.  I think 
he  was  passing  stones.  These  were  probably 
urate  stones  which  were  mixed  with  calcium 
phosphate,  with  some  hydronephrosis  and 
infection.  This  further  comprised  an  al- 
ready bad  situation. 

When  my  students  finish  presenting  a 
case,  I urge  them  to  look  back  and  see  if 
they  have  overlooked  any  simple  points. 
Could  I have  missed  anything?  From  the 
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very  first  this  man  complained  of  urinary 
dribbling.  On  the  first  examination  he  had 
moderate  prostatic  enlargement.  He  had 
nocturia  and  dysuria  and  terminally  was 
anuric.  Certainly  prostatic  hypertrophy  was 
present.  At  the  age  of  83  carcinoma  of  the 
prostate  is  not  unusual.  I would  not  be  at  all 
surprised  if  this  man  had  prostatic  obstruc- 
tion with  an  enlarged  bladder  and  a consid- 
erable degree  of  hydronephrosis. 


minal  events.  The  first  two  of  these  are 
revealed  to  be  very  much  as  Dr.  O’Brien 
most  suspected. 

The  sternoclavicular  joint  is  a fairly  re- 
liable indicator  of  various  generalized  arth- 
ritic diseases.  In  this  case  it  had  a slightly 
frayed  articular  cartilage  (Fig.  1)  but  con- 
tained no  sign  of  urate  deposits.  The  ap- 
pearance, therefore,  was  not  that  of  a 
full-blown  gouty  arthritis  but  rather  that 


Fig.  1.  Fraying  of  the  articular  cartilage  of  the  sternoclavicular  joint  in- 
dicates degenerative  or  osteoarthritis  and  not  gout.  No  urate  crystals 
could  be  detected  with  polarized  light  or  special  stains.  (H.  & E.  stain; 
120X.) 


Dr.  O’Brien’s  Diagnosis: 

Nephrosclerosis  secondary  to  long- 
standing hypertension. 

Secondary  gout  with  minimal  urate 
deposits  in  renal  pyramids  and  joints. 

Minimal  pyelonephritis. 

Renal  stones  — mixed  calcium  / phos- 
phate and  urate. 

Benign  prostatic  hypertrophy.  ? Car- 
cinoma of  prostate. 

H yd  rone  phrosis. 

Pathological  Discussion 

Dr.  David  E.  Smith:  The  post  mortem 
examination  gave  us  evidence  that  confirms 
or  clarifies  three  principal  features  of  this 
case:  the  gout,  the  renal  lesion,  and  the  ter- 


of  a degenerative  or  osteoarthritis. 

Urates  were  present  in  the  kidneys  as 
rather  small  focal  deposits  near  the  tips  of 
the  medullary  pyramids  (Fig.  2).  The  pri- 
mary renal  lesion,  however,  was  a chronic 
pyelonephritis  combined  with  arterial  and 
arteriolar  nephrosclerosis  that  resulted  in 
marked  scarring  and  thinning  of  the  renal 
cortices,  granularity  of  the  capsular  sur- 
faces, and  a modest  reduction  in  the  mass 
of  the  kidneys,  although  the  gross  outline 
of  the  left  kidney  was  enlarged  by  the 
presence  of  a 6/2  cm.  simple  cyst  near  the 
hilum.  The  interstitium  of  the  kidneys  was 
focally  fibrotic  and  infiltrated  with  lymph- 
ocytes and  plasma  cells  (Fig.  3 ) but  the  cor- 
tical tubules  contained  no  evidence  of  urates, 
as  may  be  found  in  advanced  gouty  nephri- 
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tis.  The  kidneys,  therefore,  gave  evidence  of 
a primary  renal  disease  that  could  have  con- 
tributed to  the  retention  of  uric  acid  and 


The  renal  tubular  mechanism  of  this  con- 
dition has  been  clearly  explained  by  Dr 
O’Brien. 


Fig.  2.  The  dark  mass  in  left  center  is  a crystal  of  urates  stained 
with  silver.  It  lies  in  a mass  of  debris  at  the  tip  of  a medullary 
pyramid  of  the  kidney  and  is  characteristic  of  lesions  in  pa- 
tients with  elevated  urate  excretion  who  form  urate  stones. 
(De  Galantha’s  stain;  48X.) 


Fig.  3.  Interstitial  and  glomerular  scarring,  cellular  infiltration,  and 
arteriosclerosis  in  the  kidney.  Chronic  pyelonephritis  and  arterio- 
lar nephrosclerosis  were  the  primary  renal  diseases,  and  urate 
deposition  appeared  to  be  largely  secondary.  (H.  & E.  stain; 
120X.) 


the  gouty  state  rather  than  having  been 
damaged  by  gout  itself.  This  is  compatible 
with  the  impression  of  the  gouty  status  that 
was  obtained  from  inspection  of  the  joints. 


Several  small  stones  were  found  in  the 
collecting  system  of  the  left  kidney,  and 
one  in  the  bladder  was  12  mm.  in  greatest 
diameter.  These  stones  contained  urates  by 
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analysis  as  well  as  calcium,  as  had  been  indi- 
cated by  their  x-ray  opacity.  Again,  they 
are  evidence  of  abnormal  urate  excretion 
secondary  to  retention  that  arose  from  the 
tubular  damage  by  the  chronic  pyeloneph- 
ritis and  arteriolar  nephrosclerosis.  Acute 
cystitis  and  prostatitis  were  also  present  and 
offer  explanations  for  the  clinical  pyuria 
from  which  staphylococci  had  been  cul- 
tured in  the  latter  part  of  the  patient’s  life. 
Bilateral  bronchopneumonia  was  also  pres- 
ent. 

The  renal  lesions,  especially  the  arterio- 
sclerosis, can  be  correlated  with  the  long 
history  of  hypertension,  as  can  also  the 
observation  of  moderate  enlargement  of  the 
heart. 

The  clinical  history  and  record  are  silent 
regarding  the  next  two  findings  that  were 
probably  of  great  importance  in  the  death 
of  this  patient.  In  the  duodenum  there  was 
a deep  chronic  ulcer  3 cm.  in  diameter  and 
two  smaller,  more  superficial  and  acute 
ulcers  (Fig.  4).  The  stomach  and  intestines 


guria,  coma,  and  convulsions  which  I would 
suspect  were  due  to  hypovolemic  shock, 
although  the  clinical  record  is  especially 
deficient  in  pertinent  observations  during 
that  period.  Ecchymoses  in  the  endocardium 
of  the  left  ventricle  were  another  sign  of 
such  shock.  The  brain  itself  contained  no 
lesions  that  would  correlate  directly  with 
the  coma  and  convulsions,  but  there  was 
cerebral  arteriosclerosis  that  would  have 
made  such  more  likely  to  occur  in  the  pres- 
ence of  a developing  uremia. 

The  second  unexpected  finding  was  an 
interstitial  myocarditis  which  is  illustrated 
in  Figure  5.  It  consisted  of  an  infiltrate 
of  polymorphonuclear  leukocytes,  lympho- 
cytes, and  histiocytes  in  the  tissues  about 
the  blood  vessels.  It  was  considerably  more 
prominent  than  might  be  expected  in  ure- 
mia alone,  especially  when  the  blood  urea 
nitrogen  was  never  measured  as  more  than 
110  mgm.%  It  might  represent  a toxic 
reaction  to  the  infection  in  the  urinary 
bladder  and  prostate  or  the  lungs,  or  it 


Fig.  4.  The  edge  of  one  of  the  ulcers  in  the  duodenum.  The  fibrinoid 
appearance  of  tissue  at  the  base  indicates  acute  peptic  activity.  These 
ulcers  were  the  source  of  significant  terminal  gastrointestinal  hem- 
orrhage. (H.  & E.  stain;  48X.) 


contained  altered  blood.  This  gastrointes- 
tinal bleeding  undoubtedly  contributed  to 
the  observed  evidence  of  a developing 
uremia  and  probabably  to  the  terminal  oli- 


might  have  been  an  entirely  separate  infec- 
tion by  something  such  as  a viral  agent 
which  we  cannot  recognize  from  the  mate- 
rial we  now  have  available.  At  any  rate,  it 
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was  a most  likely  contributor  to  the  demise 
of  this  patient. 

Interesting  accessory  findings  included  a 
latent  carcinoma  of  the  prostate  and  a mi- 
croscopic diagnosis  of  Paget’s  osteitis  de- 
formans of  the  vertebrae.  Neither  appeared 
to  have  contributed  significantly  to  the 
clinical  course. 

The  final  reconstruction  of  events  in  this 
case  follows  closely  that  postulated  by  Dr. 
O’Brien.  A long  standing  arteriolar  nephro- 


duodenum  with  altered  blood  in  the 
gastrointestinal  tract; 

Interstitial  myocarditis. 
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Mental  Health . . . . 


Defining  Psychiatric  Terms 
Casework,  Counseling,  and  Psychother- 
apy 

Psychiatry  is  generally  defined  as  a special 
branch  of  medical  science  dealing  with  the 
causes,  symptoms,  and  course  of  treatment 
of  diseases  of  the  mind.1  This  definition 
covers  quite  a large  area  of  work,  and  as  of 
yet  there  is  much  unknown  in  the  field.  In 
this  century  the  field  of  psychiatry  has  ad- 
vanced considerably,  and  treatment  tech- 
niques are  constantly  being  improved  upon. 
There  are  three  procedures  which  are  em- 
ployed in  almost  all  psychiatric  work;  these 
being  casework,  counseling,  and  psycho- 
therapy. Many  times  these  three  procedures 
are  held  to  be  synonymous,  but  each  is  dif- 
ferent in  a manner  that  is  very  important  to 
people  in  the  field  of  psychiatry  and  yet 
rather  hard  for  the  lay  person  to  grasp. 

When  studying  the  distinction  between 
these  three  procedures  it  is  best  to  look  upon 
them  as  being  on  a continuum  starting  with 
casework,  counseling,  and  finally  psycho- 
therapy. This  continuum  can  be  likened  to 
an  iceberg.  The  top  of  it  is  important  to  a 
sailor  but  he  also  knows  that  deeper  in  the 
ocean  the  iceberg  is  much  larger  and  even 
more  important  as  to  the  danger  it  poses. 
The  same  is  true  with  these  three  terms. 
Casework  is  important  and  plays  an  integral 
part  in  psychiatry  but  counseling  has  more 
depth  and  interpersonal  relationship  in- 
volved in  it  and  psychotherapy  even  quite 
a bit  more  than  counseling. 

Keeping  the  above  facts  in  mind,  a study 
of  what  each  of  the  procedures  involves  will 
help  to  point  out  the  differences  or  steps 
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along  the  continuum.  Casework  is  formally 
defined  as  a "thorough  sociological  study 
of  history  and  environment  of  a maladjusted 
individual  or  family  for  diagnosis  and  treat- 
ment.” 2 In  general  casework  can  be  thought 
of  as  a fact-finding  and  information-giving 
procedure.  In  the  field  of  psychiatry,  case- 
work usually  involves  a psychiatric  social 
worker.  The  social  worker  is  a person 
trained  on  the  Master’s  level  in  working 
with  the  families  of  psychiatric  patients  and 
the  environment  of  the  patient.-'  The  case- 
worker will  hold  an  interview  with  the  pa- 
tient in  which  he  obtains  not  only  factual 
information  about  the  patient  but  he  also 
observes  personal  characteristics  such  as 
manner,  speech,  and  mode  of  interpersonal 
response.  The  caseworker  will  also  interview 
family  or  other  friendly  informants  as  they 
can  provide  independent  information  which 
may  indicate  omissions  or  inconsistencies. 
The  patient  interview  will  usually  include 
present  complaint,  history  of  present  illness, 
nature  of  previous  adjustment,  educational, 
social,  and  occupational  history,  family  and 
marital  history,  and  past  medical  history.4 
While  this  gathering  of  information  is  an 
important  part  of  casework,  probably  even 
more  important  is  the  information  giving 
aspect.  This  involves  the  worker  in  inter- 
agency contacts,  home  studies,  court  work, 
and  in  attempts  to  alleviate  bad  social  en- 
vironment which  can  hinder  a client’s  re- 
covery." From  this  brief  description  of  the 
function  of  casework,  it  can  be  seen  that  the 
procedure  is  a very  necessary  one  in  the  re- 
habilitation of  patients  undergoing  psychia- 
tric treatment.  Information  concerning  the 
patient  must  be  secured  for  further  treat- 
ment to  occur,  and  preparations  also  must 
be  made  to  ready  the  patient’s  environment 
for  his  return.  As  important  as  these  steps 
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are,  however,  they  are  only  preparing  for 
the  treatment  of  the  patient  and  do  not 
delve  into  personal  treatment.  This  is  to 
come  further  along  the  continuum  with 
counseling  and  psychotherapy. 

Counseling  is  the  same  thing  that  is  often 
referred  to  as  supportive  psychotherapy.  It 
is  involved  in  a helping  process  the  aim  of 
which  is  "not  to  change  the  person  but  to 
enable  him  to  utilize  the  resources  he  now 
has  for  coping  with  life.”  The  outcome 
should  be  that  the  client  does  something, 
takes  some  constructive  action  on  his  own 
behalf. (l  Basically  what  happens  is  that  lim- 
ited problems  are  solved  and  workable  deci- 
sions are  made  thus  enabling  the  client  to 
move  forward  with  more  assurance  than 
before.  Unlike  psychotherapy,  counseling  is 
predominately  concerned  with  conscious 
material,  and  it  is  centered  on  support  of 
the  individual’s  strengths  and  assets.  Quite 
often  counseling  will  include  an  imparting 
of  confidence  and  freeing  the  patient  from 
fear  and  anxiety.  There  is  no  false  praise 
in  this  technique,  but  instead  it  is  based  on 
reality  and  there  is  no  covering  over  of 
weaknesses.  The  entire  idea  is  set  up  so  that 
there  will  be  clarification  of  a patient’s  feel- 
ings, and  he  will  have  a clear  picture  of 
external  realities.' 

The  great  difference  between  counseling 
and  psychotherapy  lies  in  their  functions. 
Counseling  is  known  as  minimal-change 
therapy.8  It  is  adapted  for  a normal  person 
who  is  striving  to  live  in  a difficult  or  in- 
tolerable situation.  The  counselor  and  client 
work  out  a solution  together  usually  with 
the  counselor  serving  as  a guide  and  the 
client  making  the  decisions.9  A counselor  is 
usually  trained  in  psychology  at  a minimum 
to  the  Master’s  level.  When  he  is  working 
with  a client  and  sees  that  the  data  to  solve 
the  problem  is  not  available,  it  is  his  respon- 
sibility to  recognize  the  problem  as  insoluble 
on  a rational  basis  and  beyond  his  scope. 
Often  this  is  the  time  when  a client  must 
move  along  the  continuum  to  psychother- 


The  final,  most  thorough,  and  most  close- 
ly associated  with  the  mental  health  field 
procedure  in  psychiatry  is  that  of  psycho- 
therapy. Psychotherapy  is  "the  generic  term 
for  any  type  of  treatment  which  is  based 
primarily  upon  verbal  or  non-verbal  com- 
munication with  the  patient  in  distinction 
to  the  use  of  drugs,  surgery,  or  physical 
measures  such  as  electroshock  or  insulin 
shock,  hydrotherapy  and  others.” 11  In  a 
broad  sense,  psychotherapy  includes  every- 
thing done  to  or  for  a patient  that  has 
favorable  effects  on  him,  but  usually  it  is 
thought  of  as  helping  to  produce  insight 
through  uncovering  conflicts,  chiefly  un- 
conscious, and  learning  to  deal  with  them 
more  effectively.12  Casework  and  counseling 
might  even  be  included  in  the  broad  defini- 
tion, but  while  they  bear  some  likenesses, 
they  differ  from  the  more  widely  used  re- 
stricted definition.  This  restricted  definition 
is  the  one  that  is  employed  in  psychiatry.  In 
general  the  aim  of  psychotherapy  is  thought 
to  be  personality  change  of  some  sort  which 
is  in  contrast  to  counseling.  In  psychother- 
apy one  is  dealing  with  an  abnormal  person- 
ality that  cannot  adjust  well  in  a normal 
environment.  The  client  is  beset  with  inner 
conflicts  and  is  motivated  by  anxiety.  A 
considerable  portion  of  a therapist’s  efforts 
in  psychotherapy  are  directed  toward  help- 
ing the  client  find  access  to  data  which  are 
necessary  if  he  is  to  solve  his  problems.13 

In  psychotherapy  some  degree  of  person- 
ality reorganization  is  implied.  Often  this 
is  called  uncovering  psychotherapy  to  dis- 
tinguish from  counseling  which  is  at  times 
called  supportive  psychotherapy.  Of  im- 
portance in  psychotherapy  are  the  phe- 
nomena of  transference  and  countertrans- 
ference. These  are  very  important  to  the 
psychotherapeutic  relationship,  but  they  are 
something  that  should  not  be  toyed  with 
in  counseling  and  casework.  They  should  be 
unique  to  psychotherapy.14  Psychotherapy 
is  almost  always  carried  out  by  a trained 
psychiatrist  holding  a medical  degree.  This 
is  not  a requirement  and  a few  other  spe- 


632 


Virginia  Medical  Monthly 


cially  trained  individuals  carry  out  types  of 
psychotherapy  (usually  psychoanalysis). 
There  are  few  of  these  people  now  as  the 
approach  has  proved  unsuccessful  and  is  on 
the  decline.  A major  difference  between 
casework  and  counseling  and  psychotherapy 
involves  the  use  of  drugs.  Drugs  often  serve 
as  an  adjunct  to  psychotherapy  but  never 
to  casework  or  counseling. 

From  these  brief  descriptions  of  casework, 
counseling,  and  psychotherapy  it  should  be 
at  least  partially  clear  as  to  what  each  in- 
volves and  hopefully  a distinction  between 
the  three  has  been  obtained.  The  most  im- 
portant thing  that  must  be  realized  is  that 
all  of  these  procedures  are  very  similar  and 
the  distinction  must  be  made  in  terms  of 
degree  and  not  differences.  The  depth  and 
interpersonal  relationships  which  are  in- 
volved in  the  three  bring  about  the  distinc- 
tions. Casework  involves  only  a friendship 
type  of  relationship  in  order  that  facts  can 
be  given  and  obtained.  Counseling  requires 
good  rapport  and  relationship  so  that  the 
client  will  trust  the  counselor  and  will  let 
the  counselor  help  him  to  help  himself. 
Finally,  psychotherapy  requires  a depth 
which  will  involve  unconscious  psychologi- 
cal factors  and  a psychologically  close  re- 
lationship. Other  distinctions  are  made 


between  these  three  but  an  understanding 
of  this  basic  difference  leads  to  easy  grasp 
of  the  others.  Psychiatric  terms  are  always 
hard  to  give  concrete  definitions.  These 
three  terms  are  particularly  hard  to  define 
as  they  each  represent  an  on-going  process. 
Generally  the  above  definitions  and  the  dis- 
tinctions between  each  are  accepted.  They 
may  vary  somewhat  from  person  to  person, 
but  the  basic  ideas  will  stand. 

References 

1.  Webster’s  New  International  Dictionary. 

2.  Ibid. 

3.  William  Glasser:  Mental  Health  or  Mental  Ill- 

ness? New  York,  Harper  & Row,  1960,  p.  146. 

4.  Clarence  J.  Rowe:  An  Outline  of  Psychiatry. 

Dubuque,  Iowa,  W.  C.  Brown  Company, 
1954,  p.  147. 

5.  Marcel  Heiman  (ed.) : Psychoanalysis  and  Social 

Work.  New  York,  International  Universities 
Press,  Inc.,  1953,  p.  81. 

6.  Leona  Tyler:  The  Work  of  the  Counselor.  New 

York,  Appleton-Century-Crofts,  Inc.,  19  54, 

p.  12. 

7.  Rowe:  op.  cit.  p.  1 5 8-1  59. 

8.  Tyler:  op.  cit.  p.  12. 

9.  Percival  M.  Symonds:  Dynamics  of  Psychother- 

apy ( vol.  1).  New  York,  Grune  & Stratton, 
1956,  p.  26. 

10.  Ibid. 

11.  Rowe:  op.  cit.  p.  1 57. 

12.  Ibid.  p.  15  8. 

13.  Symonds:  op.  cit.  p.  27. 

14.  Rowe:  op.  cit.  p.  159. 


Volume  95,  October,  1968 


633 


Diagnostic  Laboratory  Medicine . . . . 


Leprosy 

Leprosy  is  a chronic  infectious  disease  of 
man  caused  by  the  leprosy  bacillus,  Myco- 
bacterium leprae,  affecting  chiefly  the  skin, 
mucous  membranes  of  the  upper  respiratory 
tract,  and  certain  peripheral  nerves.  There 
are  two  major  types,  lepromatous  and  tuber- 
culoid. In  addition,  there  are  two  other 
recognized  forms,  indeterminate  and  bor- 
derline. 

Historically  leprosy  is  referred  to  in  the 
Bible  and  other  accounts  establish  its  pres- 
ence before  the  Christian  era  in  Egypt  and 
other  parts  of  Africa,  in  China,  and  in  India. 
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Europe  is  attributed  to  military  movements 
and  commerce.  It  was  introduced  to  the 
American  continent  by  infected  African 
slaves  and  early  explorers  and  immigrants. 

The  total  number  of  cases  in  the  world 
has  been  estimated  at  up  to  ten  million.  It  is 
a disease  limited  primarily  to  the  tropics  and 
subtropics.  The  highest  recorded  prevalence 
rates  are  found  in  tropical  African  countries. 
It  is  estimated  that  there  are  between  three 
and  four  hundred  cases  of  leprosy  in  the 
Americas.  In  the  United  States  indigenous 
cases  occur  in  southeastern  Texas,  Louisiana, 
and  Hawaii.  Rarely  indigenous  cases  appear 


Table  I 

Cases  of  Leprosy  Reported  from  Virginia 
1921-1968 


Case 

City 

Birthplace 

Date  of 
Diagnosis 

Disposition 

1 

Richmond 

Greece 

3-14-21 

Died  at  Carville 

2 

Norfolk 

Philippine 

3-14-21 

Discharged  to  California  in 

3 

Newport  News 

Barbados,  W.I. 

11-2-22 

1928 — lost  to  follow-up  in 
1933 

Died  at  Carville 

4 

Norfolk 

Bohemia 

9-7-24 

Died  at  Carville 

5 

Norfolk 

Virgin  Islands 

12-31-24 

Discharged  to  New  York 

6 

Norfolk 

North  Carolina 

12-31-24 

City — lost  to  follow-up  in 

1930 

Died  at  Carville 

7 

Norfolk 

Louisiana 

4-23-30 

Died  at  Carville 

8 

Portsmouth 

Philippines 

12-14-50 

Discharged  to  California 

9 

Portsmouth 

South  Carolina 

2-26-52 

1952 

Discharged  to  Portsmouth 

10 

Norfolk 

Greece 

12-17-55 

follow-up  by  USPHS 

Hospital 

Returned  to  Greece 

11 

Richmond 

Virginia 

12-14-56 

Discharged  to  Virginia 

12 

Portsmouth 

Philippines 

4-13-62 

Discharged  to  South  Carolina 

13 

Norfolk 

Saipan 

9-15-62 

USPHS  Hospital,  Norfolk 

14 

Newport  News 

Okinawa 

12-22-62 

at  Carville 

15 

Portsmouth 

Philippines 

2-3-64 

at  Carville 

16 

Newport  News 

NA 

6-9-64 

at  Carville 

It  probably  was  introduced  to  the  European  in  southern  California  and  in  southern  Flor- 
continent,  Greece,  and  Italy  by  the  Roman  ida.  In  1963  there  were  103  cases  reported 
legions.  Its  subsequent  spread  throughout  in  the  United  States.  There  were  332  pa- 
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rients  under  treatment  at  the  United  States 
Public  Health  Hospital  (National  Lepro- 
sarium) in  Carville,  Louisiana,  as  of  Sep- 
tember 1964. 

Records  have  been  studied  of  ninety  pa- 
tients born  in  the  continental  United  States, 
with  military  service  in  1940  or  later,  who 
were  known  to  have  developed  leprosy  prior 
to  August  1964.  Twelve  of  these  patients 
had  signs  of  disease  prior  to  military  service. 
Fifteen  had  a history  of  exposure  prior  to 
military  service  and  twenty-eight  a record 
of  previous  residence  in  endemic  areas.  In 
the  remaining  thirty-five,  however,  the  his- 
tories clearly  indicate  that  their  exposure 
occurred  while  serving  in  the  military  in 
areas  where  leprosy  is  prevalent.1 

In  Virginia,  records  on  the  number  of 
cases  of  leprosy  that  have  been  reported 
from  the  State  are  available  for  the  time 
period  1921  to  the  present.  As  shown  in 
Table  I,  there  have  been  16  cases  of  leprosy 
reported  from  Virginia  during  this  period. 
All  of  the  cases  except  numbers  9 and  13 
were  treated  at  the  National  Leprosarium  in 
Carville.  These  two  were  treated  as  out- 
patients at  the  United  States  Public  Health 
Hospital  in  Norfolk.  Four  of  the  cases  were 
born  in  the  United  States.  Records  reveal 
the  likely  source  of  their  exposure  to  the 
disease  as  follows: 

Case  #6 — Military  service  in  the  Phil- 
ippines during  Spanish  American  War 

Case  #7 — Military  service  in  Cuba 
1917-1919 

Case  #9 — Served  in  the  Merchant  Ma- 
rine for  many  years  all  over  the  world 
until  1952 

Case  # 1 1 — Military  service  in  the  Phil- 
ippines 1945-1946 

The  most  serious  limitation  in  leprosy  re- 
search for  many  years  has  been  the  lack  of 
an  in  vitro  or  in  vivo  system  for  growth  of 


the  organism.  A major  breakthrough  in 
studying  the  disease  was  the  discovery  of  an 
animal  site  in  which  human  leprosy  bacilli 
could  be  grown  and  would  multiply.  This 
work  was  begun  in  the  United  States  by  C. 
C.  Shepard  and  extended  in  England  by  the 
Oxford  group.  It  was  found  that  the  lep- 
rosy bacillus  would  grow  in  the  footpad  of 
mice  treated  by  thymectomy  and  x-radia- 
tion.  The  successful  transmission  of  M. 
leprae  to  animals  offered  for  the  first  time 
an  opportunity  for  examining  human  lep- 
rosy experimentally. 

If  one  inoculates  the  bacteria  into  mice, 
one  sees  that  the  organism  goes  first  into 
skeletal  muscle  and  then  later  is  taken  up 
by  the  Schwann  cells  of  the  various  nerves 
as  well  as  by  the  skin. 

As  a result  of  these  studies  and  other 
evidence,  it  is  now  felt  that  leprosy,  which 
has  a very  long  apparent  incubation  period, 
is  not  a disease  of  low  degree  of  infectivity 
as  had  been  formerly  believed,  but  rather  a 
disease  of  potentially  very  great  infectious- 
ness. The  variations  in  the  clinical  course 
of  the  disease  appear  to  be  correlated  with 
( 1 ) the  severity  of  the  infection,  that  is  the 
amount  of  the  inoculum  of  organisms;  (2) 
natural  immunity,  probably  genetic  in  ori- 
gin; and  (3)  racial  immunity.  For  example, 
leprosy  in  the  Negro  is  very  often  of  the 
harmless  tuberculoid  type,  where  in  the 
Caucasian  and  Oriental,  it  may  more  often 
take  the  form  of  the  lepromatous,  severe 
variety.2 
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Infant  Mortality  in  Virginia 

In  Virginia  the  infant  death  rate  had  been 
fairly  steadily  declining  since  1913  until  it 
rose  in  1956  from  29.7  per  100,000  births 
to  30.1  in  1957.  Another  increase  occurred 
in  195  8 (to  31.0)  with  both  major  races 
reflecting  the  increase.  Virginia’s  unfor- 
tunate reversal  of  the  downward  trend  was 
true  of  the  national  infant  mortality  rate  as 
well.  In  1959  the  total  rate  stayed  constant, 
but  the  non-white  rate  improved  slightly 
from  48.9  per  100,000  to  48.7  while  the 
white  infant  death  rate  rose  again  from  24.8 
to  24.9. 

In  1960  and  1961  infant  death  rates  for 
both  races  improved  but  in  1962  there  again 
was  an  increase  for  both  races.  International 
comparisons  for  that  year  showed  a leveling 
off  of  the  downward  curve  of  infant  death 
rates  in  the  United  States  but  a general  im- 
provement in  other  countries. 

By  1964  there  again  was  an  improvement 
in  the  infant  death  rate  for  both  races  and 
this  fortunate  trend  continued  through 
1966. 

A disturbing  national  tendency  in  the 
United  States  is  that  the  higher  non-white 
infant  mortality  rate  is  not  declining  as  rap- 
idly as  the  white  infant  mortality  rate.  The 
discrepancy  over  the  past  few  years  has 
grown  larger  rather  than  narrower.  How- 
ever, in  Virginia,  since  1963  the  non-white 
infant  mortality  rate  has  improved  faster 
than  the  white.  In  fact,  the  1966  non-white 
infant  mortality  rate  in  Virginia  was  low- 
er than  the  provisional  national  figure,  the 
only  category  in  which  the  State  did  better 
than  the  national  average. 

Immaturity  is  the  leading  cause  of  neo- 
natal deaths  in  Virginia,  and  that  is  true  for 
the  nation  as  a whole.  Since  immaturity 
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reflects  upon  the  condition  of  the  mothers 
who,  for  various  reasons,  are  unable  to  carry 
their  babies  to  term,  a very  important  part 
of  the  attempt  to  improve  infant  mortality 

Virginia 


Year 

T otal 

Non  White 

White 

1964 

43.8 

22.5 

1965 

27.2 

39.8 

22.1 

1966 

25.7 

37.4 

21.2 

United 

States 

Year 

Total 

Non  White 

White 

1964 

24.8 

1965 

24.7 

40.2 

20.9 

1966 

23.4 

37.0* 

20.4’ 

* provisional 

is  to  improve  the  care  of  the  mother.  That 
is  potent  preventive  medicine  in  the  care  of 
the  newborn  infant.  Also,  attention  should 
be  focused  upon  hospital  nurseries,  particu- 
larly with  regard  to  care  of  the  immature 
child  and  the  follow-up  care  of  the  high- 
risk  infant. 

All  physicians  in  Virginia,  including  prac- 
ticing obstetricians  and  pediatricians,  are 
working  continually  to  improve  the  means 
for  providing  the  best  possible  medical  care 
to  the  greatest  number.  Public  health  per- 
sonnel are  continuing  efforts  to  obtain  wider 
utilization  of  medical  care  facilities  avail- 
able to  women  of  child-bearing  age,  par- 
ticularly early  in  their  pregnancies. 

It  is  hoped  that  by  early  1969  birth  cer- 
tificates will  bear  additional  information  on 
the  confidential  section  to  be  retained  by  the 
Bureau  of  Vital  Records  and  Health  Statis- 
tics. Additional  information  will  note 
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whether  a PKU  test  was  done,  and  the 
amount  of  prenatal  care,  if  any,  received 
by  the  mother.  The  Bureau  of  Vital  Rec- 
ords and  Health  Statistics  currently  is  study- 
ing the  mechanism  for  these  changes  with 
the  hope  that  this  additional  information 
can  be  obtained  with  some  degree  of  uni- 
formity and  conformity  with  the  National 
Bureau  of  Vital  Statistics. 

A course  in  the  "high-risk  infant”  spon- 
sored by  the  University  of  Virginia  Hos- 
pital and  the  State  Health  Department  has 
been  well  received  by  the  participating  phy- 
sicians and  nurses  from  hospitals  around  the 
State. 

In  the  coming  years  more  emphasis  must 
be  placed  on  nutrition  education.  While 
socio-economic  status  certainly  has  an  effect 
on  the  nutritional  level  of  a family,  the 
effect  is  by  no  means  uniform  and  direct. 
World-wide  nutrition  studies  indicate  that 
nutrition  is  very  important  to  the  well-being 
of  the  newborn  child,  and  furthermore,  that 
the  nutrition  the  mother  received  as  a very 
young  child  and  through  her  formative 


years  may  be  even  more  important  than  the 
quality  of  nutrition  she  receives  during  her 
own  pregnancy.  Public  health  plans  are  to 
do  more  in  the  future  in  the  field  of  nutri- 
tion education  for  children  and  mothers. 

At  the  present  time  there  is  a Maternity 
and  Infant  Care  Project  in  the  City  of  Rich- 
mond conducted  by  the  Richmond  City 
Health  Department  in  cooperation  with  the 
Medical  College  of  Virginia.  A comprehen- 
sive Children  and  Youth  Project  based  at 
the  University  of  Virginia  and  a newly 
funded  Children  and  Youth  Project  for 
Norfolk  were  formed  with  the  support  and 
assistance  of  the  U.  S.  Children’s  Bureau. 

These  projects  are  part  of  a whole  struc- 
ture of  services  and  programs  designed  to 
improve  the  welfare  of  children,  including 
the  newborn  and  the  unborn.  In  addition 
to  medical  care  services,  housing  and  sanita- 
tion, nutrition,  education,  and  social  service 
are  part  of  the  comprehensive  program  that 
will  contribute,  we  hope,  to  an  improved 
rate  of  infant  mortality  and  premature 
births. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Aug. 

Aug. 

Jan.- 

Aug. 

J an.- 
Aug. 

1968 

1967 

1968 

1967 

Brucellosis  ._ 

6 

2 

38 

31 

Diphtheria 

0 

0 

0 

0 

Hepatitis 

- _ 38 

56 

302 

543 

Meningitis  (Aseptic) 

_ 35 

3 

69 

11 

Meningococcal  Infections 

5 

3 

34 

37 

Poliomyelitis 

0 

0 

0 

0 

Rocky  Mt.  Spotted  Fever 

. 15 

5 

41 

23 

Rubella  . 

__  34 

12 

582 

637 

Rubeola 

7 

58 

300 

2179 

Streptococcal  Sore  Throat 

803 

617 

9714 

10245 

(including  Scarlet  Fever) 

Tularemia 

1 

0 

2 

0 

Typhoid  Fever  __  . _ 

1 

0 

7 

3 

Rabies  (in  animals) 

13 

12 

102 

178 

Venereal  Diseases 

Syphilis  - _ 

137 

123 

1137 

1388 

Gonorrhea  - 

.988 

909 

6476 

6163 

Other 

1 

1 

10 

13 
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Cancer  Trends 


Edited  by — 

WALTER  LAWRENCE,  JR.,  M.D. 

Richmond,  Virginia 

J.  SHELTON  HORSLEY,  III,  M.D. 

Charlottesville,  Virginia 

Your  Patient’s  Keeper 

It  is  estimated  that  16  out  of  100  persons 
dying  in  the  United  States  in  1967  will  die 
of  cancer.1  Fear  and  a feeling  of  hopeless- 
ness are  still  the  companions  of  most  cancer 
patients.  For  these  and  other  reasons  Presi- 
dent Johnson,  in  1964,  appointed  a Commis- 
sion to  determine  how  cancer,  heart  disease 
and  stroke,  man’s  most  formidable  enemies, 
could  be  brought  under  better  control."  The 
Commission  confirmed  that  cancer  is  deadly 
but  not  invariably  so;  that  many  patients 
die  of  it  needlessly;  and  that  with  modern 
techniques  available  its  annual  death  toll 
could  be  considered  reduced.3  One  of  the 
primary  goals  of  the  American  Cancer  So- 
ciety has  been  to  help  the  cancer  patient 
secure  early  treatment  of  the  disease.  The 
Society  urges  the  patient  to  see  his  doctor 
regularly  for  checkups,  and  to  secure 
prompt  attention  if  a symptom  or  sign  of 
cancer  develops.  It  reminds  the  doctor  of 
his  awesome  responsibility. 

Cancer  Progress 

Cancer  progress  has  been  slow  and  steady. 
Before  the  last  world  war,  fewer  than  one 
in  five  were  believed  saved  from  cancer — in 
1948,  one  in  four — in  1967,  one  in  three. 
From  then  on,  cancer  cure  rates  seem  to 
have  reached  a plateau.4  Realizing  that  the 

Reprinted  from  Nov. -Dec.  1967  issue  of  CA,  a 
journal  of  the  American  Cancer  Society. 

Sponsored  by  the  Professional  Education  Commit- 
tee of  the  American  Cancer  Society,  Virginia  Divi- 
sion. 


ROBERT  S.  JASON,  M.D. 

Washington,  D.C. 

means  are  available  to  increase  the  cancer 
cure  rate  to  50%  the  Society’s  Committee 
on  Public  Information  in  1965  voted,  and 
the  Board  approved,  that  a study  be  made 
of  motivational,  attitudinal  and  environ- 
mental factors  of  the  public  to  the  taking  of 
physical  examinations  that  include  cancer 
tests. 

Results  of  Study 

A report  on  the  Study  was  made  to  the 
Society  in  October  1966.°  Nationwide,  it 
employed  an  interview  technique,  based 
upon  a questionnaire  prepared  "to  probe 
the  public’s  attitudes  on  checkups,  general 
knowledge  of  cancer  signals,  feelings  about 
cancer  and  the  influence  of  physicians,  per- 
sonal contacts  with  the  disease,  opinions 
about  persons  who  have  regular  health  ex- 
aminations, cost  and  time  factors,  etc.  The 
questions  on  checkups  were  phrased  in  var- 
ious ways  to  get  at  the  truth.  . . .” 

An  analysis  of  the  findings  indicated  that 
"What  people  do  to  protect  themselves  from 
cancer  may  well  rest  upon  their  doctor’s 
attitude — or  what  they  think  their  doctor 
thinks”,  as  based  upon  the  following  data: 

90%  of  those  questioned  said  they  would 
have  annual  checkups,  including  tests  for 
cancer,  if  their  doctor  told  them  to  do  so. 

The  public  is  not  sure  how  doctors  feel 
about  cancer  checkups;  43%  believe  their 
doctors  favor  having  them;  14%  say  their 
doctors  feel  they  are  not  necessary;  43% 
report  they  do  not  know  how  their  doc- 
tors feel  about  checkups. 

The  public  has  a warm  and  confident  at- 
titude toward  physicians:  73%  feel  that 
physicians  are  friendly;  67%  feel  that 
they  can  be  trusted;  65%  feel  that  they 
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are  competent,  and  64%  believe  that  phy- 
sicians want  to  help  people. 

In  this  Study,  few  persons  revealed  an 
unfavorable  impression  of  physicians: 
Unfriendly  — 1 % ; incompetent  — 2%  ; 
untrustworthy — 6%  ; out  to  make  money 
—9%. 

Eighty  percent  reported  that  there  is  a 
particular  doctor  they  would  go  to  if 
something  were  bothering  them. 

The  Study  revealed  the  interviewers  could 
be  divided  into  three  groups: 

Current  goers:  26%,  consisting  of  those 
who  go  regularly  for  some  kind  of  check- 
up, including  cancer  tests  about  once  a 
year; 

Past  goers:  17%,  who  have  had  such  ex- 
amination at  some  time; 

Nongoers:  57%,  who  have  never  had  a 
physical  examination  that  included  cancer 
tests. 

Whereas  the  knowledge  that  "nothing  is 
wrong,”  that  they  are  "all  right”  is  the  re- 
peated reason  given  by  most  people  for 
checkup  (54%),  and  peace  of  mind  second 
(39%),  the  image  of  those  who  go  for 
checkup  held  by  the  goers  differs  strikingly 
from  that  held  by  the  nongoers.  The  goers 
consider  such  persons  to  be  intelligent, 
healthy,  responsible  and  well-organized  peo- 
ple. The  nongoers  look  upon  those  who  do 
not  have  checkups  as  healthy,  busy,  relaxed. 
Of  the  two  groups,  however,  the  goers  ap- 
pear to  have  a better  grasp  of  the  facts  about 
cancer:  (a)  Goers  know  that  cancer  may  be 
present  despite  a feeling  of  well-being;  non- 
goers fail  to  understand  that  cancer  may  be 
developing  in  persons  who  feel  fine;  (b) 
Goers  are  more  likely  than  nongoers  to  know 
that  cancer  is  extremely  prevalent  and  over 
the  years  may  strike  one  in  every  four  per- 
sons; (c)  Goers  in  larger  percentages  than 
nongoers  know  that  certain  forms  of  exam- 
inations and  tests  relate  to  cancer;  (d) 
Goers  more  so  than  nongoers  know  some  of 
the  possible  causes  of  cancer  and  take  pre- 


cautions; (e)  Goers  are  better  informed  than 
nongoers  about  the  danger  signs  of  cancer; 
(f)  Goers  do  not  hesitate  to  visit  the  doctor 
when  they  detect  something  wrong,  where- 
as the  nongoers  are  likely  to  hesitate  or  not 
to  go  at  all. 

The  Study  revealed  that  in  some  impor- 
tant respects  the  goers  and  nongoers,  men 
and  women,  young  and  old,  better  educated 
and  less  educated,  those  with  high  and  those 
with  low  incomes,  do  not  differ.  They  look 
upon  cancer  with  horror:  "deadly”,  "the 
kiss  of  death”,  "hidden”,  "insidious”,  "it  de- 
stroys cells”,  "it  eats  its  way  all  the  way 
through  you.”  Yet,  they  know  that  cancer 
is  not  inevitably  fatal  and  are  "guardedly 
optimistic”  in  the  belief  that  a cure  for 
cancer  is  not  too  far  off.  In  the  meanwhile, 
it  is  apparent  that  if  the  cure  rate  is  to  be 
improved,  a larger  percentage  of  the  non- 
goers could  be  converted  to  goers  by  the 
doctor  and  his  advising  periodic  checkups. 

The  fight  against  cancer  is  not  won  when 
the  patient  enters  his  doctor’s  office.  The 
outcome  depends  upon  a number  of  factors, 
some  of  which  are  in  the  doctor’s  hands. 
Among  these  is  the  doctor’s  own  personal 
attitude  toward  what  can  be  done  to  de- 
crease the  death  rate  from  cancer. 

Study  of  Physician’s  Attitudes 

A Study  of  the  attitudes  of  physicians 
and  scientists  with  a special  interest  in  can- 
cer toward  periodic  physical  examinations 
for  the  detection  of  early  cancer,  was  made 
by  Doctors  George  T.  Pack  and  Ruben  Oro- 
peza  through  a questionnaire  sent  to  mem- 
bers of  the  American  Association  for  Cancer 
Research,  the  New  York  Cancer  Society, 
the  American  Radium  Society,  the  Society 
of  Head  and  Neck  Surgeons,  the  James 
Ewing  Society  and  the  American  Society 
of  Clinical  Oncology.  The  Study  revealed 
that  of  the  1,194  persons  responding  to  the 
questionnaire,  only  845  (70.8%)  had  ever 
had  a physical  examination  for  the  detection 
of  asymptomatic  disease;  only  3 3.2%  had 
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had  such  an  examination  within  the  last 
year,  and  only  31.9%  of  them  had  had  four 
or  more  such  examinations  within  the  last 
ten  years.  In  an  article  covering  the  Study, 
the  authors  concluded  that  "It  is  hardly  sur- 
prising that  the  general  public  has  not  been 
spurred  into  action  by  the  efforts  of  health 
educators.  For  a medical  program  to  be  suc- 
cessful, it  must  have  the  wholehearted  sup- 
port of  the  medical  and  allied  professions.” 

The  remarkable  advances  in  the  fight 
against  cancer  are  directly  attributable  to 
our  many  physicians  and  scientists  who  con- 
stitute the  leadership  of  our  health  manpow- 
er, and  who  are  our  most  valuable  asset. 
Not  one  of  them  would  tolerate  in  himself 
or  in  a colleague  any  form  of  neglect  of  a 
patient.  Does  any  one  of  them  have  the  right 
to  neglect  the  body  in  which  his  mind  is 
housed? 

Doctor,  you  are  your  patient’s  keeper.  He 
needs  you.  By  the  same  token,  allow  another 
doctor  to  keep  you. 
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Editors’  Comment 

Dr.  Robert  Jason  is  a pathologist  and 
member  of  the  Board  of  Directors  of  the 
American  Cancer  Society.  He  is  currently 
Coordinator  of  Design  and  Planning  of  the 
Hospital  and  Medical  Center,  Howard  Uni- 
versity, Washington,  D.  C.  Both  Dr.  Jason 
and  the  Editor  of  CA,  Dr.  Roald  N.  Grant, 
have  kindly  agreed  to  our  republication  of 
his  excellent  article,  and  we  are  grateful  for 
this  opportunity. 

Doctor,  have  you  had  a "check-up”? 

T he  Editors 
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The  Medical  Society  of  Virginia  . . . . 


1968  AM  A Communications  Institute  & 

Conference  County  Medical  Society 

Officers. 

This  year  Mr.  Jim  Reed,  Director  of 
Communications  and  Mr.  Aubrey  Gates, 
Director  of  Field  Services  combined  their 
talented  efforts  and  gave  us  an  excellent  two 
day  program  on  Communications  and  Aid 
to  County  Medical  Society  Officers. 

Mr.  James  Moore,  Assistant  Executive 
Secretary  of  The  Medical  Society  attended 
the  meeting  of  American  Association  of 
Medical  Society  Executives  on  August  19 
and  The  Communications  Institute  August 
20th.  This  was  Jim’s  first  attendance  at  such 
a meeting  and  he  did  a superb  job  of  repre- 
senting our  Society.  I learned  a lot  from  lis- 
tening and  by  entering  group  discussions. 

First:  Our  publication — The  Virginia 
Medical  Monthly  is  held  in  high  esteem  by 
many  for  the  format,  quality  of  scientific 
articles,  editorials,  and  news  items  of  our 
members  and  allied  professions,  especially 
our  support  of  VAMA. 

Second:  Based  upon  our  membership  and 
the  work  they  are  doing  for  us,  our  home 
office  is  greatly  understaffed.  I talked  with 
the  Executive  Secretary  of  another  Southern 
State,  comparable  in  size  to  Virginia,  that 
has  a staff  of  3 5,  excluding  the  Executive 
Secretary.  Gentlemen,  we  are  more  fortu- 
nate than  most  of  us  realize.  I feel  that  due 
recognition  of  their  efforts  should  be  ac- 
knowledged on  our  part  and  that  additional 
members  be  added  to  our  staff.  In  some  states 
there  are  a number  of  field  officers  whose 
duties  and  activities  consist  of  visiting  com- 
ponent chapters,  especially  the  smaller 
groups  of  under  50  members  to  assist  these 
groups  in  organization,  programming  and 
in  some  instances  getting  several  small  ad- 
joining Societies  in  joining  with  others  and 
yet  at  the  same  time  retaining  their  individ- 


uality, but  employing  an  Executive  Secre- 
tary who  could  serve  these  combined 
Societies. 

Third:  Our  State  dues  are  far  below 
those  in  State  Societies  with  a comparable 
membership. 

Now,  to  get  back  to  the  Meat  of  Tues- 
day’s Program.  Because  of  space,  it  is  im- 
possible to  abstract  these  presentations,  so 
I will  only  mention  the  subjects.  However, 
copies  of  the  speeches  can  be  obtained  by 
writing  Mr.  Jim  Reed,  Director  of  Com- 
munications Division,  AMA,  5 3 5 North 
Dearborn  Street,  Chicago,  111.  60610. 

The  subjects  covered  by  outstanding 
speakers  were:  "Speaking  for  Medicine”, 
"Weekly  Health  Forums”,  "Daily  Radio 
Programs”,  "Emergency  Call  System”, 
"Medicine  as  the  Leader  of  Change”  by  Dr. 
Dwight  L.  Wilbur,  President,  AMA,  "How 
We  Can  Prevent  Being  Defeated  by  Suc- 
cess”, "Medical  Care  Cost”,  by  Dr.  Charles  L. 
Hudson,  Past  President,  AMA,  "Basics  in 
Medical  PR,”  by  Mr.  Jim  Reed,  "The  Pri- 
vate Sector  in  an  Environment  of  Rapid 
Change”,  "Health  Manpower”,  "Working 
with  Influential  Groups”,  "Health  Legisla- 
tion”, "Ethics  and  Discipline”  and  "Public 
Service  Programs”  by  Mr.  Jas.  R.  Hickok 
of  AMA  which  deals  with  Drug  Abuse. 

Copies  of  the  presentations  on  Wednesday 
can  be  obtained  by  writing  Mr.  Aubrey 
Gates,  Director  of  Field  Services  Division 
AMA  5 3 5 North  Dearborn  Street,  Chicago, 
111.  60610. 

Wednesday’s  subjects  were:  "The  County 
Medical  Society — Basic  Unit  of  Organized 
Medicine”,  by  F.  J.  L.  (Bing)  Blasingame, 
Executive  Vice-President  AMA.  Doctors, 
if  you  have  never  had  the  pleasure  and  priv- 
ilege of  hearing  Bing  deliver  one  of  his 
talks,  you  have  really  missed  something. 
"County  Medical  Society — Scientific,  Socio- 
Economic  or  Community  Service — All 
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These  or  Something  Else”,  "The  Role  of  Of- 
ficers”, "The  Role  of  Committees”,  "The 
Business  Side  of  a County  Medical  Society”, 
"Small  Societies  Can  Be  Served”  and  "Politi- 
cal Action  in  a County  Medical  Society”. 

I hope  that  this  report,  if  it  has  not  en- 
lightened you,  has  created  enough  interest 
and  curiosity  to  cause  your  society  to  send 
at  least  one  representative  from  your  society 
to  the  1969  Institute,  so  that  he  may  benefit 
as  I have  during  the  past  17  years,  thereby 
bring  back  to  your  chapter  enthusiasm  and 
know-how  that  will  enable  it  to  render  a 
better  service  to  your  members  so  that  they 
will  be  in  a better  position  to  serve  their 
patients  and  also  to  appreciate  the  vast  serv- 
ices that  the  AMA  provides,  merely  for  the 
asking. 

John  Wyatt  Davis,  Jr.,  Chairman 
Public  Relations 

Medical  Aspects  of  Sports 

The  fifth  annual  Medical  Aspects  of 
Sports,  sponsored  by  The  Medical  Society 
of  Virginia  and  the  Virginia  High  School 
League,  was  held  July  21st  in  the  Coliseum 
of  the  University  of  Virginia,  Charlottes- 
ville. 

This  was  the  best  attended  and,  from  the 
remarks  of  those  who  were  privileged  to 
attend,  it  was  the  best  of  such  programs. 
There  were  139  Doctors,  Coaches  and  High 
School  Principals  in  attendance. 

The  meeting  began  with  a Taping  Dem- 
onstration by  Joe  Gieck,  Head  Trainer,  Uni- 
versity of  Virginia,  in  which  he  demon- 
strated the  methods  of  taping  injuries  from 
the  neck  down  to  and  including  the  feet. 
Those  who  witnessed  this  were  most  grateful 
for  the  information  received  and  those  who 
arrived  late  expressed  deep  regret  at  missing 
this  part  of  the  program. 

The  Formal  Program  began  at  2:00  P.M. 
with  Dr.  John  Wyatt  Davis,  Jr.,  Chairman 
of  the  Public  Relations  Committee  of  The 
Medical  Society  of  Virginia  presiding. 


Due  to  the  unavoidable  absence  of  Dr. 
Thomas  W.  Murrell,  Jr.,  President  of  The 
Medical  Society  of  Virginia,  the  presiding 
officer  extended  greetings  from  The  Medical 
Society  of  Virginia  followed  by  greetings 
from  Mr.  Earl  Gillespie  of  the  Virginia  High 
School  League,  who  substituted  for  Mr. 
William  Pace,  Executive  Secretary  of  the 
Virginia  High  School  League  who  was  un- 
avoidably detained. 

The  first  speaker  was  Dr.  Warren  W. 
Koontz,  Urologist,  Lynchburg,  who  spoke 
on  Athletic  Injuries  of  the  Genito-Urinary 
Systems  in  which  he  used  radiologic  slides  to 
emphasize  his  discussion. 

Dr.  Jacques  E.  Botton,  Neurologist, 
Lynchburg,  spoke  on  Athletic  Injuries  of 
the  Brain  and  Spinal  Cord. 

Mr.  Jack  B.  Russell,  an  eminent  Attorney 
on  Malpractice,  Richmond,  gave  an  enlight- 
ening, but  at  times  startling,  discussion  with 
advice  regarding  the  Team  Physician  and 
Malpractice. 

Mr.  Sherrod  W.  Shaw,  Director  of  Phys- 
ical Therapy  and  Athletic  Training,  Spring- 
field  College,  Springfield,  Mass.,  concluded 
the  afternoon  presentations  with  an  inter- 
esting talk  on  Early  and  Hot  Weather 
Training  dealing  with  the  amount  of  early 
training,  the  dates  for  beginning  training, 
with  special  interest  to  the  duration  of  ade- 
quate training  prior  to  the  first  game  and 
dietetic  aspects  of  athletes. 

Following  Mr.  Shaw’s  presentation,  there 
was  a very  interesting  Panel  Discussion  with 
audience  participation. 

At  3:30  P.M.,  cocktails  were  served  at 
the  Thomas  Jefferson  Inn  which  always  is 
a very  pleasant  and  informative  climax  to 
afternoon  lectures  be  they  medical,  athletic, 
or  otherwise. 

Those  in  attendance  came  from  all  parts 
of  the  State  and  the  guests  were  most  gen- 
erous in  their  favorable  comments  concern- 
ing the  scope  of  the  meeting  and  the  value 
which  they  personally  received  by  their 
attendance. 

It  is  hoped  that  the  Public  Relations  Corn- 
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mittee  of  The  Medical  Society  of  Virginia 
together  with  the  Virginia  High  School 
League  can  continue  the  Medical  Aspects  of 
Sports  presentation  on  an  annual  basis  and 
we  received  a very  gracious  invitation  from 
the  Medical  Director  of  Old  Dominion  Col- 


lege, Norfolk,  to  hold  our  1969  Conference 
at  Old  Dominion  College  at  which  time 
they  will  have  completed  their  new  and  very 
excellent  athletic  auditorium. 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman 
Public  Relations  Committee 


Book  Review. 


The  Doctor  on  the  Stage:  Medicine  and 
Medical  Men  in  Seventeenth-Century 
England  by  Herbert  Silvette,  edited  by 
Francelia  Butler,  University  of  Tennes- 
see Press,  1967,  291  pp.,  $7.50. 

This  book  on  medicine  and  medical  men 
as  portrayed  on  the  stage  several  centuries 
ago  is  interesting  and  entertaining.  Nearly 
all  of  the  well  known  dramatists  of  the  time, 
such  as  Shakespeare,  Rabelais,  Moliere,  Ben 
Jonson,  and  Pepys,  as  well  as  many  others 
not  so  widely  known  are  presented. 

Dr.  Silvette  has  classified  the  various  ref- 
erences to  doctors  and  medical  affairs  under 
eight  headings:  The  Urine  Tells  All,  Bleed- 
ing, Remedies,  Charms,  Great  Men  and 
Quacks,  The  Virtuoso,  The  French  Disease, 
and  Science  and  Satire.  He  includes  numer- 
ous quotations,  many  of  which  are  ribald 
and  earthy;  the  background  information 
and  comments  supplied  by  the  author  are 
informative  and  enjoyable.  No  doubt  read- 
ers will  enjoy  some  sections  more  than  oth- 
ers. To  the  writer  the  sections  on  "The 
Urine  Tells  All”  and  "Bleeding”  were  par- 
ticularly enjoyable.  Probably  the  "French 
Disease”  will  appeal  more  to  other  readers. 
As  Dr.  Silvette  emphasizes,  it  is  interesting 
that  a disease  as  serious  as  syphilis  could  be 
a subject  for  comedy,  a different  attitude 
from  the  present  one. 

The  doctors  of  the  time  are  not  presented 
in  a very  flattering  light,  even  when  one 


realizes  that  science  had  not  come  to  medi- 
cine. They  are  portrayed  as  buffoons,  either 
pompous,  scheming  or  mean,  a rather  un- 
attractive lot.  Unless  Dr.  Silvette’s  selec- 
tions from  the  5 00  works  he  has  read  reflect 
a certain  amount  of  electricism,  one  marvels 
that  the  medical  profession  survived  the  rid- 
icule, often  venomous,  of  the  author! 

The  author,  Dr.  Herbert  Silvette  has  had 
an  unusual  multifaceted  career.  As  a mem- 
ber of  the  Department  of  Physiology  in  the 
School  of  Medicine  at  the  University  of  Vir- 
ginia in  the  1930’s  he  collaborated  with  Drs. 
Britton  and  Corey  on  some  of  the  earliest 
experimental  work  of  the  adrenal  cortex; 
later  he  taught  in  the  Department  of  Phar- 
macology at  that  school.  He  has  written 
eight  novels,  either  under  his  own  name,  or 
more  often  under  the  pen  name  of  "Barnaby 
Dogbolt”.  Currently  he  is  a Visiting  Asso- 
ciate Professor  of  Pharmacology  at  the 
Medical  College  of  Virginia  and  an  ac- 
knowledged authority  on  tobacco.  Most  of 
"The  Doctor  on  the  Stage”  was  written  over 
thirty  years  ago  when  Dr.  Silvette  had  a 
Guggenheim  Fellowship  and  a leave  of  ab- 
sence from  the  University  of  Virginia. 

This  is  an  attractive  book,  from  cover  to 
cover.  The  headings,  illustrations,  and  type 
are  all  pleasing  and  reflect  credit  on  the  edi- 
tor Francelia  Butler  and  the  University  of 
Tennessee  Press. 

Byrd  S.  Leavell,  M.D. 
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Meet  the  Author — Josephine  Rich 

On  Tuesday,  October  15  th,  at  the  Roa- 
noke Fine  Arts  Center,  Mrs.  Rich  will  re- 
view her  book  "Women  Behind  Men  of 
Medicine”  and  preview  her  book  "Women 
Behind  Men  of  Science”.  This  will  be  a 
Convention  treat  that  you  won’t  want  to 
miss.  By  arrangement  with  her  publisher, 
she  will  autograph  her  book,  on  sale  that 
day,  with  60%  of  the  sale  price  going  to 
our  State  A.M.A.-E.R.F.  Fund. 

The  following  biography  and  review  is 
from  the  jacket  of  "Women  Behind  Men  of 
Medicine”. 

A nurse,  married  to  a physician,  Nebraska 
born  Josephine  Rich  lived  in  Iowa,  Illinois 
and  Indiana  before  moving  to  Lexington, 
Kentucky,  her  present  home.  "It  was  easy 
for  a mid-westerner  to  adopt  Bluegrass 
ways,”  she  says.  "And  our  son  and  daughter 
who  grew  up  here  slur  their  r’s  in  true  Ken- 
tucky style  of  speech.”  She  credits  her  hus- 
band, who  volunteered  her  services  to  a baby 
clinic,  for  her  introduction  to  civic  work, 
and  an  Evansville,  Indiana,  Junior  League 
assignment  to  a Red  Cross  publicity  job  for 
starting  her  on  a writing  career.  Fler  first 
book,  Jean  Henri  Dunant,  Founder  of  The 
International  Red  Cross  was  published  in 
195  6 and  has  been  translated  into  German. 
Since  then  she  has  done  other  biographies  of 
famous  doctors,  for  young  people.  She  says, 
"To  read  or  to  write  biography  is  to  know 
great  men  and  women  in  their  most  intimate 
moments  of  anguish  and  joy.  It  is  also — most 
astonishingly — to  discover  in  them,  a bit 
of  yourself.”  In  195  8 she  was  named  "Lex- 
ington’s Outstanding  Woman”  and  commis- 


sioned a Kentucky  Colonel  by  the  Governor 
in  recognition  for  civic  work.  She  is  listed 
in  Who's  Who  of  America  Women  and  is  a 
Contributing  Editor  to  MD’s  Wife  Maga- 
zine. 

It  has  often  been  said  that  behind  every 
great  man  there  is  a woman,  and  history 
confirms  that  men  have  been  the  achievers, 
women  the  inspirers.  Here  are  stories  of 
some  of  these  little  publicized  but  unfor- 
gettable women,  all  different,  yet  all  share 
a fundamental  truth:  our  world  would  be 
quite  different  were  it  not  for  these  women 
whose  aid,  comfort,  and  courage  gave  vital 
support  and  inspiration  to  the  towering 
giants  of  the  medical  world. 

There  was  Troctula  di  Ruggiero  who,  in 
an  age  when  women  were  thought  to  belong 
only  in  the  home,  fearlessly  advanced  her 
ailing  husband’s  work  in  the  laboratory  and 
classroom.  Sara  Woodson  willingly  shared 
hardship  and  peril  as  the  first  doctor’s  wife 
in  the  New  World.  Mary  Moffatt  Living- 
ston went  with  her  missionary-doctor  hus- 
band into  the  wilds  of  Africa. 

Not  all  were  wives — there  was  the  Japa- 
nese mother  who  offered  herself  as  a human 
guinea  pig  for  her  son’s  vital  experiment; 
the  three  Negro  women  slaves  who  trusted 
their  lives  to  the  pioneering  work  of  a great 
surgeon;  the  uneducated  farm  woman  who 
believed  one  doctor’s  word  against  the  word 
of  a narrow-minded  society — and  many 
more. 

The  author  makes  history  come  alive  as 
she  traces  the  progress  and  the  endless  drama 
of  medicine  from  the  early  middle  ages  to 
the  twentieth  century. 
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Editorial . . . . 


Podiatry— a Boon,  not  a Boondoggle 


"That  man  is  by  no  means  poor  who  has  the  use  of  everything 
he  wants.  If  it  is  well  with  your  belly,  your  back  and  your 
feet,  regal  wealth  can  add  nothing  greater.” 

Horace 

Epistles — Book  I,  Chapter  XII 
To  Iccius — Line  4 


VVTHETHER  the  above  excerpt  from  one  of  Horace’s  letters  may  be 
regarded  as  an  over  or  an  under  statement  is  really  not  important. 
The  fact  that  he  did  include  good  feet  as  essential  to  a state  of  well-being 
is  significant.  This  desideratum  is  no  less  genuine  in  our  modern  day  of 
mechanization  and  multifarious  modes  of  locomotion — from  golf  car- 
riages to  rocket  propelled  space  ships — than  it  was  in  the  time  of  Horace 
( 6 5-8  B.  C.)  when  people  either  walked  or  rode  plodding  beasts,  or  they 
didn’t  go. 

To  the  end  of  promoting  or  preserving  feet  free  from  defects,  and  of 
relieving  disorders  to  which  the  feet  of  people  are  prone,  or,  in  collabora- 
tion with  orthopedic  surgeons,  of  salvaging  maimed  or  crippled  feet,  the 
profession  of  podiatry  has  come  to  occupy  a place  in  the  front  rank  of 
those  dedicated  to  the  healing  arts  and  sciences — and  it  has  attained  its 
status  with  integrity  and  dignity. 

Inasmuch  as  the  academic  and  professional  training  requirements  for 
the  discipline  of  podiatry  have  not  long  ago  been  clearly  defined  in  a 
letter  written  by  R.  M.  Cox,  M.D.,  Secretary-Treasurer  of  the  Virginia 
Board  of  Medical  Examiners,  to  the  physicians  in  the  State  of  Virginia, 
and  in  which  letter  Doctor  Cox  made  definitive  reference  to  the  impor- 
tance of  specialists  in  this  field  as  an  ancillary  resource  to  the  practitioners 
of  medicine  and  surgery — particularly  of  orthopedic  surgery — a repeti- 


Volume  95,  October,  1968 


645 


tion  of  these  aspects  of  podiatry  would  be  pointless.  This  view  is  further 
supported  by  the  fact  that  as  recently  as  April,  1967  there  appeared  in 
the  West  Virginia  Medical  Journal  a "Special  Article”  entitled:  The 
Podiatrist — An  Important  Aid  to  the  Medical  Profession,  by  H.  Darrel 
Darby,  D.S.C.  (Doctor  of  Surgical  Chiropody — This  title  has  quite  re- 
cently been  changed  to  Doctor  of  Podiatric  Medicine).  In  that  article 
Doctor  Darby  stressed  the  high  level  organizational  features  and  the 
thorough  training  requirements  for  the  profession  of  podiatry.  The  train- 
ing requirements  are  indeed  comparable  with  those  for  the  practice  of 
medicine. 

This  writer  has  never  known  of  a single  instance  of  dissatisfaction  on 
the  part  of  an  individual  whose  feet  had  been  or  were  being  treated  by  a 
podiatrist.  On  the  contrary,  they  have  been  unanimous  in  their  acclaim 
of  the  brand  of  treatment  received  and  the  gratifying  results  obtained, 
which  in  many  instances  was  more  than  could  be  said  for  the  care  of  their 
feet  rendered  to  them  by  their  family  physician  or  orthopedic  specialist. 
The  demands  upon  the  time  and  resources  of  good  orthopedic  surgeons 
and  general  practitioners  alike  are  too  great  to  permit  them  to  devote  the 
painstaking  care  to  many  common  but  frequently  genuinely  crippling 
disorders  of  peoples  feet.  Therefore  the  podiatrist  is  a highly  valuable — 
and  hopefully  a highly  valued — ally  of  the  medical  profession.  If  there 
be  those  among  the  disciples  of  medicine  or  among  the  public  at  large 
who  are  benighted  by  the  idea  that  since  podiatry  deals  with  the  pedal 
extremity,  podiatrists  constitute  the  low  figures  on  the  "totem  pole”, 
they  are  definitely  and  unfortunately  mistaken. 

There  are  five  colleges  of  podiatry  in  the  United  States — one  in  Chicago; 
Cleveland,  Ohio;  San  Francisco;  Philadelphia  and  one  in  New  York  City. 
As  pointed  out  by  Doctor  Darby,  these  colleges  are  independent,  incor- 
porated non-profit  institutions,  governed  by  charters,  supervised  by 
boards  of  trustess,  regulated  by  state  departments  of  education,  and  listed 
in  the  Directory  of  Institutions  of  Higher  Education  of  the  U.  S.  Depart- 
ment of  Health,  Education  and  Welfare.  Podiatrists  are  licensed  in  every 
state,  the  District  of  Columbia  and  in  the  Commonwealth  of  Puerto  Rico. 
Like  medicine,  podiatry  has  its  National  Board.  It  is  recognized  in  34 
states. 

The  College  of  Podiatry  in  New  York  City  is  the  oldest  and  most  noted 
in  the  United  States.  This  distinction  stems  from  the  founder  of  that 
College,  Maurice  J.  Lewi,  M.D.,  graduate  of  Albany  Medical  College  in 
the  class  of  1877.  Since  the  death  of  Doctor  Lewi — within  a few  months 
of  his  one  hundredth  birthday,  and  in  tribute  to  this  amazing  man — the 
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name  of  the  New  York  College  of  Podiatry  has  been  changed  to  the  M. 
J.  Lewi  College  of  Podiatry. 

It  was  incident  to  negotiations  between  Dr.  Lewi  and  this  commenta- 
tor, when  the  latter  was  the  Surgeon  General  of  the  Navy,  and  the  former 
was  the  long  time  President  of  the  New  York  College  of  Podiatry  (a 
sprightly,  agile,  energetic,  enthusiastic  and  exceedingly  personable  man 
in  the  96th  year  of  his  life  who,  among  other  factors,  attributed  his  lon- 
gevity to  his  never  having  wasted  any  energy  resisting  temptation)  that 
podiatrists  were  admitted  to  the  Navy’s  Medical  Service  Corps  (one  of 
the  five  corps  that  comprise  the  Medical  Department  of  the  Navy). 

In  compliance  with  my  recommendation  a Podiatry  Section  in  the 
Medical  Service  Corps  of  the  Navy  was  established  by  the  Secretary  of 
the  Navy  on  3/November/ 195  3.  Thus  the  Medical  Department  of  the 
Navy  became  the  first  of  the  Medical  Departments  of  any  of  the  branches 
of  the  U.  S.  Armed  Forces  to  utilize  the  talents  and  capabilities  of  the 
podiatry  profession.  Presently  there  are  billets  in  the  Navy  for  10  podiatry 
officers.  An  eleventh  billet  is  in  process  of  being  created. 

In  1957,  five  podiatry  officers  were  commissioned  in  the  Army.  At 
present  there  are  5 5 billets  for  commissioned  podiatrists  in  the  Medical 
Service  Corps  of  the  U.  S.  Army. 

The  U.  S.  Air  Force  Specialty  Code  for  podiatrists  was  established  as 
recently  as  1967.  Three  podiatrists  have  been  commissioned  and  provision 
for  the  commissioning  of  three  additional  specialists  in  this  category  of 
that  Armed  Services  branch  has  been  made  for  the  next  fiscal  year. 

During  the  latest  six  months  period  for  which  statistics  have  been  com- 
piled in  the  Navy’s  Bureau  of  Medicine  and  Surgery  in  Washington, 
D.  C.,  408  5 treatments  were  administered  at  the  podiatric  clinic  of  the 
U.  S.  Naval  Training  Center,  San  Diego,  California.  During  the  same 
period  at  the  U.  S.  Marine  Corps  Recruit  Depot,  San  Diego,  California, 
a total  of  3,708  treatments  were  rendered  at  the  podiatry  facility  of  that 
station.  Thus  may  a fair  example  be  had  of  the  usefulness  of  podiatrists 
in  the  Nation’s  Armed  Forces.  The  conditions  cared  for  in  the  foregoing 
numbers  of  treatments  ranged  all  the  way  from  blisters  to  stress,  fatigue 
or  march  fractures.  As  might  be  expected,  in  Naval  and  Marine  Corps 
training  centers  or  depots,  pes  planus,  foot  strain,  ingrowing  nails,  bursitis 
and  plantar  warts  constitute  the  more  common  conditions  with  which 
podiatrists  have  to  deal.  However,  the  above  mentioned  semi-annual 
reports  from  the  San  Diego  Naval  and  Marine  Corps  training  stations  list 
22  and  24  specific  foot  ailments  in  their  respective  totals  of  4,08  5 and 
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3,708  treatments  credited  to  the  podiatrists  on  duty  at  these  establish- 
ments. 

That  Armed  Services  personnel  by  and  large  are  no  better  than  their 
feet  is  a reasonably  accurate  observation,  and  devotees  to  the  specialty  of 
podiatry  are  contributing  liberally  to  the  positive  side  of  this  equation. 

As  it  is  with  the  practice  of  medicine,  podiatry  is  "a  calling,  not  a 
business — an  art,  not  a trade.”  Similarly  as  is  true  of  all  of  the  bona  fide 
healing  arts,modiatry  is  a profession.  As  defined  by  the  late  Louis  Dem- 
bitz  Branaip,  Associate  Justice  of  the  Supreme  Court  of  the  United  States 
(1916-1939;  "A  profession  is  an  occupation  for  which  the  necessary 
preliminary  training  is  intellectual  in  character  involving  knowledge  and 
to  some  extent  learning  as  distinguished  from  mere  skill.  It  is  an  occupa- 
tion which  is  pursued  largely  for  others  and  not  merely  for  one’s  self. 
It  is  an  occupation  in  which  the  amount  of  financial  return  is  not  the 
accepted  measure  of  success.”  Podiatry  meets  the  criteria  so  specified  by 
Justice  Brandibs/ 

H.  Lamont  Pugh,  M.D. 


Partners  in  Politics 

JN  THE  PAST  FIVE  YEARS  most  of  the  VaMPAC  membership  has 

been  composed  of  physicians  with  only  a handful  of  dentists,  phar- 
macists, and  physicians’  wives.  Even  though  there  has  been  an  excellent 
record  of  achievement  it  is  obvious  that  a broader  membership  base  is 
needed  if  this  progress  is  to  continue.  In  an  effort  to  encourage  partici- 
pation by  more  wives,  the  VaMPAC  Board  recently  approved  the  fol- 
lowing dues  structure:  Active  Member  $25.00,  Family  Membership 
(Husband  and  Wife)  $40.00,  Sustaining  Membership  (Sustaining  for 
Husband,  Active  for  Wife)  $149.00.  Those  who  have  already  joined 
may  become  a family  or  sustaining  member  by  sending  an  additional 
check  for  either  $15.00  or  $124.00.  The  check  should  be  made  out  to 
VaMPAC  and  mailed  to  P.O.  Box  2939,  Richmond,  Virginia  2323  5. 

An  axiom  among  successful  politicians  is  that  no  election  is  won  with- 
out the  help  of  the  women.  They  have  the  time  and  the  training  to  do 
the  secretarial  chores  that  are  necessary  at  campaign  headquarters.  They 
also  do  a better  job  at  door  to  door  canvassing,  telephoning,  and  passing 
out  leaflets  than  their  husbands  do.  The  dramatic  victories  in  two  of  the 
Virginia  Congressional  Districts  in  1966  was  partially  due  to  the  enthu- 
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siastic  work  of  several  physicians’  wives  in  those  district.  The  full  politi- 
cal impact  of  medical  professions  will  not  be  realized  until  the  wives  start 
to  actively  work  with  the  PAC  chairman  and  the  campaign  manager  in 
each  congressional  district.  Your  wife  should  become  a partner  in  politics. 

James  M.  Moss,  M.D. 


The  Chicago  Convention  and  Socialized  Medicine 

/T1HREE  YEARS  AGO,  when  socialized  medicine  was  foisted  upon  a 
gullible  public,  the  question  was  frequently  asked  as  to  just  what 
manner  of  man  was  willing  to  reduce  American  medicine  to  the  status  of 
nationalized  medicine  in  Great  Britain.  The  answer  to  this  question  was 
evident  to  anyone  who  followed  the  proceedings  within  and  without  the 
International  Amphitheatre  in  Chicago  during  the  recent  convention. 
It  is  hazardous  to  judge  the  intelligence  of  an  individual  by  his  physiog- 
nomy, but  when  nearly  three  thousand  dull  and  vacuous  faces  are  merci- 
lessly exposed  by  the  searching  television  camera,  it  is  impossible  not  to 
believe  that  seldom  has  an  enclosure  contained  so  many  intellectually 
underprivileged  persons.  Beyond  the  barbed  wire  enclosure,  the  scum  of 
America,  whelped  during  the  present  administration,  which  is  now  ask- 
ing for  a vote  of  confidence,  rioted  and  added  to  the  general  chaos. 

A few  delegates  who  mounted  the  podium  looked  the  part  of  Ameri- 
cans whom  one  would  like  to  see  in  public  life.  The  vast  majority  were 
uniformly  undistinguished.  But  it  cannot  be  said  that  there  were  not 
occasional  bright  spots  in  the  overall  prevailing  drabness.  The  permanent 
chairman,  who  responded  to  every  question  from  the  floor,  other  than 
the  most  routine,  by  calling  upon  the  band  to  play  during  his  pedestrian 
thinking,  at  least  provided  some  welcome  music  at  frequent  intervals. 
The  chairman  of  the  New  Hampshire  delegation,  who  relished  the  oppor- 
tunity to  explain  to  the  TV  audience  how  he  managed  to  become  arrested, 
handcuffed  and  carted  off  in  the  paddy  wagon  for  monkeying  with  the 
lectronic  admission  device  and  later  with  the  policeman  who  remon- 
strated with  him,  momentarily  relieved  the  tedium  of  the  final  evening. 
Probably  the  most  constructive  idea  was  contributed  by  the  gigsaw  artist 
who  cut  out  the  outlines  of  the  various  states.  This  generous  man  almost 
doubled  Virginia’s  area  by  adding  West  Virginia  and  thus  restored  the 
Old  Dominion  to  its  ante-bellum  status. 

The  platform  committee,  of  course,  preened  itself  in  recounting  the 
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role  of  the  present  administration  in  the  passage  of  Medicare  three  years 
ago.  If  the  new  party  platform  is  examined  further  we  find  that  "Medi- 
care for  the  aged  should  be  expanded.  . . .”  The  platform  also  urged  that 
existing  medical  programs  be  extended  to  finance  additional  pre-natal 
care  for  mothers  and  post-natal  care  for  children  during  the  first  year 
of  life.  The  nose  of  the  camel,  or  rather  the  nose  of  the  donkey,  is  now 
completely  within  the  tent  and  the  remainder  of  the  beast  is  not  far 
behind. 

The  answer  to  the  question,  asked  in  the  beginning,  as  to  what  sort 
of  person  wishes  to  see  American  medicine  sacrificed  on  the  altar  of 
political  expediency  was  evident  in  Chicago  for  all  the  world  to  see.  The 
physicians  of  Virginia  are  aware  of  it.  Let  us  be  sure  that  our  patients 
also  have  received  the  word. 

H.  J.  W. 
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News 


Calendar  of  Events 


The  Medical  Society  of  Virginia — Annual  Meeting — Hotel  Roanoke — October 

13- 16,  1968. 

Annual  Session — American  Society  of  Anesthesiologists — Washington,  D.  C. — Oc- 
tober 19-23,  1968. 

Symposium  on  Safety  Evaluation  of  Cosmetics — Presented  by  Committee  on 
Cutaneous  Health  and  Cosmetics  of  AMA — Marriott  Twin  Bridges  Motor  Hotel 
— Arlington — October  28-29,  1968. 

Virginia  Rehabilitation  Association — Annual  Meeting — Williamsburg  Lodge — 
Williamsburg — November  3,  1968. 

Virginia  Hospital  Association — Annual  Meeting — Hotel  Roanoke — November 

14- 15,  1968. 

Southern  Medical  Association — Annual  Meeting- — -New  Orleans,  Louisiana — 
November  18-21,  1968. 

Head  and  Neck  Anatomy — The  Alton  D.  Brashear  Post  Graduate  Course — Med- 
ical College  of  Virginia — January  28-31,  1969. 

Psychiatry  in  Medical  Practice — The  Stoneburner  Lecture  Series — Medical  Col- 
lege of  Virginia — February  20-21,  1969. 

Annual  Medical  and  Surgical  Symposium  of  Watts  Hospital — Durham, 
North  Carolina — February  21-22,  1969. 

Practical  Radiology  of  the  Skull,  Spine  and  Central  Nervous  System — 
Sponsored  by  Department  of  Radiology,  Medical  College  of  Virginia — Williams- 
burg— March  4-8,  1969. 

Annual  Post  Graduate  Day — Roanoke  Memorial  Hospital — Roanoke — March  27- 
28,  1969. 


New  Members. 

The  following  new  members  were  re- 
ceived into  The  Medical  Society  of  Virginia 
during  the  month  of  August: 

Herbert  William  Coone,  M.D.,  McLean 
Oscar  Ellison,  Jr.,  M.D.,  Falls  Church 
William  A.  Kessler,  M.D.,  Wise 
Regis  Clarke  Kohring,  M.D., 
Harrisonburg 

John  Burton  Miller,  M.D.,  Amherst 
Walter  M.  Moore,  III,  M.D.,  Norfolk 
James  Joseph  Scheiner,  M.D.,  Annandale 


Dr.  A.  Stephens  Graham, 

Richmond,  announces  relocation  of  his 
office  for  practice  limited  to  general  surgery 
at  401  Lee  Medical  Building,  1800  Monu- 
ment Avenue. 

Virginia  Association  of  Medical  Assist- 
ants. 

The  Executive  Board  of  the  Virginia  As- 
sociation of  Medical  Assistants  met  August 
1 8 at  the  Hotel  Roanoke. 

The  President,  Mrs.  Doris  Jennings,  pre- 
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sided.  Many  pertinent  matters,  as  well  as 
future  activities  of  The  Association,  were 
discussed  and  acted  upon,  expediently. 
There  were  10  voting  members  present.  It 
was  gratifying  to  observe  how  well  the 
meeting  proceeded  according  to  Parliamen- 
tary Law  and  to  learn  that  the  Association 
was  on  a sound  financial  basis. 

High  on  the  Agenda  were  plans  for  the 
National  Meeting  in  Columbus,  Ohio,  Oc- 
tober 6-13.  This  meeting  is  of  special  inter- 
est to  your  Virginia  Chapter  as  they  have 
two  members  on  the  Slate  of  National  Offi- 
cers, Mrs.  Ruth  Dize  of  Norfolk  is  running 
for  President-Elect  and  Mrs.  Lonie  Kanak, 
Richmond,  is  running  for  Board  of  Trustees. 
Campaign  plans  are  well  under  way  for 
these  two  very  capable  ladies.  I hope  a large 
delegation  from  Virginia  will  be  in  Colum- 
bus to  add  emphasis  to  their  campaign  and 
to  celebrate  their  election. 

The  program  for  the  State  Meeting,  No- 
vember 8-10,  at  The  Cavalier  Hotel,  Vir- 
ginia Beach,  is  in  its  final  stage  and  promises 
to  be  one  of  the  best,  including  addresses  by 
Dr.  F.  Ashton  Carmines,  President  of  The 
Medical  Society  of  Virginia,  Senator  Henry 
Howell  and  Dr.  G.  William  Whitehurst, 
Dean  of  Old  Dominion  College. 

The  Honorable  Mills  E.  Godwin,  Gover- 
nor of  Virginia,  has  issued  a Proclamation 
designating  November  3-9  as  Medical  As- 
sistants’ Week. 

Doctors:  These  Ladies  are  essential  to  the 
pleasant  and  efficient  operation  of  our  offices. 
Let’s  show  them  our  appreciation  of  their 
untiring,  unselfish,  and  dedicated,  long  hours 
by  allowing  them  time  off  to  attend  these 
State  and  National  Meetings,  in  addition  to 
financial  assistance,  whenever  possible. 

Thank  you, 

John  Wyatt  Davis,  Jr.,  M.D. 

National  Advisor  A AM  A 

Virginia  Rehabilitation  Association. 

The  annual  meeting  of  this  Association 
will  be  held  in  Williamsburg,  November  3 


and  4.  The  theme  of  this  meeting  is  "In 
Quest  of  Quality”. 

The  program  includes:  Behavior  Modi- 
fication by  Gerald  C.  Davison,  Ph.D.,  State 
University  of  New  York;  Current  Concepts 
in  Stroke  Rehabilitation  by  Dr.  F.  E.  Drei- 
fuss,  University  of  Virginia;  Fact  vs  Falla- 
cies in  the  Diagnosis,  Prognosis  and  Care  of 
Chronic  Respiratory  Diseases  by  Dr.  Ralph 
L.  Kendall,  Wing  Memorial  Hospital,  Pal- 
mer, Massachusetts;  Behavior  Modification 
as  Related  to  Client-Counselor,  Patient- 
Physician  Relationships  by  Dr.  Davison; 
Resources  and  Facilities  for  the  Virginia 
Department  of  Vocational  Rehabilitation  by 
Don  W.  Russell,  Commissioner;  and  a Panel 
on  Behavior  Modification. 

Further  information  may  be  obtained 
from  the  Department  of  Vocational  Re- 
habilitation, P.  O.  Box  11045,  Richmond, 
Virginia  23  230. 

The  American  Academy  of  Clinical  Tox- 
icology. 

This  Academy  has  been  founded  for  the 
advancement  of  clinical  toxicology,  a med- 
ical specialty  concerned  with  the  diagnosis 
and  treatment  of  poisoning  and  drug  intox- 
ication. The  purposes  of  the  Academy  are 
to  encourage  clinical  investigation,  to  pro- 
mote the  development  of  diagnostic  and 
therapeutic  methods,  to  foster  among  prac- 
ticing physicians  a better  understanding  of 
the  treatment  of  poisoning,  and  to  improve 
the  medical  care  received  by  the  poisoned 
patient. 

An  organizational  meeting  is  planned  for 
October  22nd  at  the  Drake  Hotel,  Chicago. 
Applications  for  charter  membership  and 
further  information  may  be  obtained  from 
Eric  G.  Comstock,  M.D.,  Acting  Secretary- 
Treasurer,  P.  O.  Box  2 565,  Houston,  Texas 
77001. 

For  Sale. 

Well  established  family  practice.  Office 
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hours  by  appointment,  no  house  calls.  Sev- 
eral contracts  with  shipping  companies  for 
care  of  merchant  seamen  and  company  phy- 
sician for  1 1 local  industrial  plants.  I wish 
to  retire  and  return  to  Italy.  The  transac- 
tion will  be  made  in  monthly  payments  and 
a set  price  will  be  established  upon  evalua- 
tion and  proportionately  to  a part  of  one 
year’s  income.  This  will  be  based  on  old 
records. 

Modern  office,  long  lease  with  landlord, 
staff  will  remain.  New  doctor  will  be  di- 
rectly assisted  by  me  for  one  or  two  months 
to  get  familiar  with  office  business.  Please 
inquire  directly  for  details.  Home  phone — 
Norfolk,  Virginia,  420-3168;  Office  phones 
— Norfolk  420-2874  or  Chesapeake  545- 
5073.  {Adv.) 


Allergist  Wanted. 

Under  40  years  of  age,  Board  qualified 
as  associate.  Potential  ownership  of  thriving 
clinical  practice.  Give  references  and  Cur- 
riculum Vitae.  Salary  open.  J.  Warrick 
Thomas,  M.D.,  203 1 Monument  Avenue, 
Richmond,  Virginia  23220.  {Adv.) 

Associate  Medical  Director  Wanted. 

Full  time,  interested  in  preventive  medi- 
cine for  a plant  of  a large  corporation  lo- 
cated in  Winston-Salem,  North  Carolina, 
with  5,000  shop  and  office  workers.  Gener- 
alist, internal  medicine  or  occupational 
health  background  preferred.  Desirable  age 
30  to  45.  Salary  commensurate  with  ex- 
perience. Write  #140,  c/o  Virginia  Med- 
ical Monthly,  4205  Dover  Road,  Richmond, 
Virginia  23221  {Adv.) 
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Obituary  — 


Dr.  Robert  Hale  Harrington, 

Marion,  died  August  3rd,  at  the  age  of 
seventy-four.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  1922.  Dr. 
Harrington  was  a veteran  of  World  Wars 
I and  II.  He  was  a master  Mason,  past  high 
priest,  past  commander  of  Lyn  Command- 
ery  and  past  grand  commander  of  the 
Grand  Commandery  of  Virginia.  He  was 
also  a Shriner  and  a member  of  the  Order 
of  Eastern  Star.  Dr.  Harrington  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia for  forty-three  years. 

His  wife,  two  sons  and  a daughter  survive 
him. 


Dr.  Charles  Warner  Robertson, 

King  George,  died  July  28th,  having  been 
in  ill  health  for  some  time.  He  was  eighty- 
seven  years  of  age  and  a graduate  of  Dart- 
mouth Medical  College  in  1907.  Dr.  Rob- 
ertson was  a 50-Year  Member  of  The  Medi- 
cal Society  of  Virginia. 

His  wife,  three  daughters  and  a son  sur- 
vive him. 


Dr.  Pugh 

Whereas  Almighty  God  has  removed  from  our 
midst  our  loyal  friend  and  colleague,  William  Thomas 
Pugh,  on  June  7,  1968,  we  request  that  the  following 
resolutions  be  adopted  by  the  Lynchburg  Academy  of 
Medicine  and  that  a copy  be  recorded  in  its  minutes 
and  that  copies  be  sent  to  his  widow  and  family  and 
to  the  Virginia  Medical  Monthly. 

We,  his  colleagues,  the  hospitals  and  citizens  of 
Lynchburg  and  the  surrounding  area,  have  suffered  a 
great  and  irreparable  loss. 

Let  it  further  be  known  That  his  whole  pro- 
fessional career  was  characterized  by  devotion  to 
duty,  infinite  kindness  to  all,  an  unusual  capacity  for 
work  and  great  professional  competence. 

During  World  War  II  he  served  as  commanding 
officer  of  199th  General  Hospital  and  attained  the 
rank  of  colonel.  He  was  a trustee  of  Hampden-Syd- 
ney  College  and  a trustee  of  the  Miller  Home,  and 
served  as  a member  of  the  Virginia  State  Game  Com- 
mission. 

Be  it  further  resolved  That  we  the  members 
of  the  Lynchburg  Academy  of  Medicine  regret  the 
loss  of  our  distinguished  member,  and  extend  to  his 
widow  and  family  our  sincere  and  deepest  sympathy. 

It  is  with  a feeling  of  great  loss  that  your  com- 
mittee presents  these  resolutions  to  the  Lynchburg 
Academy  of  Medicine  for  its  approval. 

F.  Read  Hopkins,  M.D.,  Chairman 

J.  E.  Haynsworth,  M.D. 

Holcombe  H.  Hurt,  M.D. 

Harold  L.  Riley,  Jr.,  M.D. 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN®  V 

TETRACYCLINE  capsules 
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Let  it  further  be  known  That  his  whole  pro- 
fessional career  was  characterized  by  devotion  to 
duty,  infinite  kindness  to  all,  an  unusual  capacity  for 
work  and  great  professional  competence. 

During  World  War  II  he  served  as  commanding 
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rank  of  colonel.  He  was  a trustee  of  Hampden-Syd- 
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Be  it  further  resolved  That  we  the  members 
of  the  Lynchburg  Academy  of  Medicine  regret  the 
loss  of  our  distinguished  member,  and  extend  to  his 
widow  and  family  our  sincere  and  deepest  sympathy. 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  capsules 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704 — 2 53-2761 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D. 

George  S.  Fultz,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerald  W.  Atkinson,  M.D. 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approved  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive),  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 
Orthopedics : 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 
Pediatrics : 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 
Ophthalmology,  Otolaryngology: 
Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology : 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 
Physical  Therapy: 

Marilyn  B.  Morrison,  R.P.T. 
Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 

Pathology : 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

0S0 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 

Rates: 

$70.00  to  $100.00  per  week 


Volume  95,  October,  1968 


43 


Fourth  Doeado  of  Nurtlng 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


MARY  I.  CLARK  (1884-1955) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P.  King,  M.D.,  Director 


William  D.  Keck,  M.D. 

Clinical  Director 
James  K.  Morrow,  M.D. 
Morgan  E.  Scott,  M.D. 
Edward  E.  Cale,  Jr.,  M D. 


Malcolm  C.  MacAulay,  M.D. 
Don  L.  Weston,  M.D. 

(Military  Leave) 

J.  William  Ciesen,  M.D. 
David  S.  Sprague,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Card  McCraw,  Ph.D. 
David  F.  Strahley,  Ph.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va 

David  M.  Wayne,  M.D.  W.  E.  Wilkinson,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 
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Norflex 

(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon®)  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  inlormation,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 


ST.  ELIZABETHS  HOSPITAL 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

t 

James  T.  Gianoulis,  M.D. 

O.  Christian  Bredrup,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

General  Surgery  and  Gynecology 

Radiology 

General  Medicine 

James  W.  Pancoast,  M.D. 

Austin  I.  Dodson,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

Leroy  Smith,  M.D. 

J.  Edward  Hill,  M.D. 

Elmer  S.  Robertson,  M.D. 

Plastic  Surgery 

Urology 

Internal  Medicine 

L.  0.  Snead,  Jr.,  M.D. 

William  T.  Stuart,  M.D. 

Charles  A.  Pollock,  Jr.,  M.D. 

Radiology 

Urology 

Levi  W.  Hulley,  M.D. 

General  Medicine 

Internal  Medicine 

William  R. 

Draper,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

46 


Virginia  Medical  Monthly 


...but  his  other  symptoms: 

functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

(AMITRIPTYLINE  HC1|MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

$$  MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  TODAYS  THEORY  IS  TOMORROWS  THERAPY 


DOCTORS: 

ADMINISTRATORS: 


Terrace  Hill  Nursing  Home 
Is  a Fully  Accredited 
Medicare  Approved 
Extended  Care  Facility 

Within  9 minutes  from  any  local  hospital 


In  compliance  with  the  Civil  Rights  Act  of  1964 


• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Patients  under  care  of  their  own  Physicians 

Neal  L.  Maslan,  M.P.H. 

Administrator 


State  and  City  Health  Depts.  Approved 


" Understanding  Care ” 


Member:  + Va.  Nursing  Home  and  American  Nursing  Home  Assns. 

Terrace  Hill  Nursing  Home,  -c 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Member 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGUIRE  CLINIC 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Director  of  Nurses 
McGuire  Clinic 

Mary  Virginia  Cockrell,  R.N. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

William  H.  Harris,  Jr.,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 

Alice  Virginia  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 

Burness  F.  Ansell,  Jr.,  M.D. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 

Director  of  Nurses 
St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  E.  Seim,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Alice  S.  Ehrenhalt,  R.P.T. 

Administrator 

William  D.  Gibson,  M.H.A. 
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registered  trademark  of  Parke,  Davis  & Company. 
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Supplied  in  various  dosage  forms- including.  Kapseals? 

containing  50  mg.  of  diphenhydramine  hydrochloride. 


Parke,  Davis  & Company,  Detroit,  Michigan  48232 


. 


BENADRYLin’68 


choose  an  experienced  candidate-  D©fl3QrYI 
millions  of  doses  prescribed  (diphenhydramine  hydrochloride) 


and  no  other  oral 
contraceptive  is  quite 
like  Ovulen-2/  1 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranot  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive . . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681,2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

, Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy. 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII, 
IX  and  X ; thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T3  values;  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2: 199-205  (April  27)  1968. 

Before  prescribing,  see  Detailed  Product  Information. 

Where  "The  Pill"  Began 
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SEARLE 


“Breathing’s 
a snap  agai 
he  said 
gingerly 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

Dinietapp  Exteiitahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1, 15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND.  VA.  23220 


/FH-DOBINS 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Cough  Calmere 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.  Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 

AH-ROBINS 


Every  V irginia  Doctor  Should 
Have  This  Book! 

The  history  of  medicine  in  the  Old  Common- 
wealth in  the  last  century  is  a work  every  doctor 
should  be  proud  to  own.  Complete  and  intensely 
interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 
Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 

19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond,  Virginia  23221 


How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINICT 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles,  of  60 


* 

anticostive,  ad j.  ( anti  opposed  to  + 
costive  causing  constipation.)  Against 
constipation.  Now  isn’t  that  a good 
idea  in  an  iron-containing  hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7-6064 
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Geigy 


chlorthalidone  50  mg 
■ VW^JI  \Jf%AJW  ■ reserpine  0.25  mg 

One  Regroton  tablet  a day  usually  helps 
you  and  your  patient  bring  high  blood  pressure 
down  and  keep  it  down. 


Regroton  produces  a smooth,  long-acting  effect  that 
usually  reduces  both  systolic  and  diastolic  pressures. 
At  the  same  time  it  often  acts  to  allay  anxiety  and 
nervous  tension  associated  with  hypertension. 


Although  Regroton  is  generally  well  tolerated,  adverse  reactions 
may  occur.  This  drug  is  contraindicated  in  mental  depression, 
demonstrated  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  For  a complete  list  of  side  effects,  please  see  the 
Prescribing  Information  summarized  on  the  following  page. 


Regroton 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


One  Regroton  tablet  a day 
usually  helps  you  and  your  patient 
bring  high  blood  pressure  down 
and  keep  it  down. 

Indications:  Hypertension.  Contraindications: 

History  of  mental  depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or  hepatic 
diseases.  Warning:  With  the  administration  of 
enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary 
supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been 
required  and  deaths  have  occurred.  Discontinue 
coated  potassium-containing  formulations  im- 
mediately if  abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  ther- 
apy, and  if  depression  or  peptic  ulcer  occurs. 
Use  in  pregnancy:  Because  chlorthalidone  may 
cross  the  placental  barrier  and  appear  in  cord 
blood  and  thiazides  may  appear  in  breast  milk, 
this  drug  should  be  used  with  care  in  pregnant 
patients  and  nursing  mothers.  When  used  in 
women  of  childbearing  age,  the  potential  bene- 
fits of  the  drug  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  Use  of  chlorthali- 
done may  result  in  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse 
reactions  which  have  occurred  in  the  adult.  In- 
creased respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in  infants 
born  to  reserpine-treated  mothers.  Precautions: 
Antihypertensive  therapy  with  this  drug  should 
always  be  initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiving  gangli- 
onic blocking  agents,  other  potent  antihyperten- 
sive drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  at  least 
one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic 
or  adrenergic  drugs  or  other  supportive  meas- 
ures as  indicated.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic  kidney 
function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion 
may  occur.  If  potassium  depletion  should  occur 


during  therapy,  the  drug  should  be  discontinued 
and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take 
particular  care  in  cirrhosis  or  severe  ischemic 
heart  disease  and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Severe  salt  restric- 
tion is  not  recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial 
asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are 
nausea,  gastric  irritation,  vomiting,  diarrhea, 
constipation,  muscle  cramps,  headache,  dizzi- 
ness and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression, 
bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull 
sensorium,  hyperglycemia  and  glycosuria, 
hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypo- 
tension which  may  be  potentiated  when  chlor- 
thalidone is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis, 
nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weak- 
ness, uveitis,  optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing  of  the  skin,  a 
reversible  paralysis  agitans-like  syndrome, 
blurred  vision,  conjunctival  injection,  increased 
susceptibility  to  colds,  dyspnea,  weight  gain, 
decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric 
pain  or  unexplained  G.l.  symptoms  develop  after 
prolonged  administration.  Jaundice,  xanthopsia, 
paresthesia,  photosensitization  and  necrotizing 
angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink, 
single-scored  tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  £ 
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Count  the  Prescriptions 
filled  by  Peoples  Drug  Stores 
and  you  get  100  million 
times  people  have 
counted  on  Peoples 


We  have  passed  the  hundred  million 
mark.  That’s  the  number  of  prescrip- 
tions filled  by  all  Peoples  Drug  Stores 
since  we  opened  our  doors  in  1905.  We 
say  this  with  great  pride,  since  this  im- 
pressive figure  illustrates  an  impressive 
public  confidence.  Because  behind  all 
prescribed  medicine  at  Peoples  is  con- 
fidence — in  the  physician  who  pre- 
scribes, the  manufacturer  who  supplies, 
and  the  pharmacist  who  fills  the  pre- 
scription. At  Peoples,  nothing  is  more 
important  to  us  than  this  confidence. 
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“Upper  respiratory  infection!  I thought  everything 
was  a ‘ virus'  these  days?” 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine5 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 


PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
contx’ol  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ . . 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  Yi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

r 0 (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System — Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System — 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other — A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS, 


HANOVER,  N.  J.  68-U»j| 


on  call... 
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Kef  I in 

Sodium 

Cephalothin 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  4 


The  inconvenience  of  a cold 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  NTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  \A///7fhro{^ 


Where  A Meeting  Is  A Boost  Instead  Of  A Burden 

Professional  Seminars,  confer- 
ences in  away-from-it-all  setting 
Summit-level  size  only — never  a 
crowd.  Just  57  rooms 

Doorstep  access  to  outdoor  sports 
or  fresh-air  solitude 

Coffee-break  putting,  interses- 
sion golf,  tennis,  sauna 

Meeting  rooms?  Of  course.  But 
also  garden  benches,  bridges,  lakes 
for  informal  discussion  outdoors 

Historic  1834  mill  for  dining 

Choice  guestrooms,  suites  with 
fireplace,  hand-hewn  beams,  moun- 
tain view,  private  balcony 

Don’t  you  owe  it  to  your  profes- 
sion? ( And  to  yourself?) 


THE  BOAR’S  HEAD  INN 

CHARLOTTESVILLE,  VIRGINIA  22901 

For  reservations,  brochure,  phone  296-2181 


MEDICINE  IN  VIRGINIA 

19th  Century 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

$2.00 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
4205  Dover  Road  Richmond,  Va.  23221 


EQUIPMENT  LEASING 


"Reasonable  rates  for  lease  or  loan 
financing  of  machinery,  equipment,  air- 
craft, store  fixtures,  furniture,  com- 
puters, chattel  mortgages,  leasebacks, 
vendor  programs,  and  investment  credit 
transactions.  Delta  Leasing  Co.,  Box 
4841,  Richmond,  Va.  288-5604" 
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HIGH  TIME  TO  KEEP  UP 


If  you  are  a practicing  physician  who  sees  patients 
with  cerebrovascular  disease,  but  feel  you  can't 
take  time  off  to  keep  up,  the  following  information 
is  for  you! 

The  Bowman  Gray  School  of  Medicine  has  estab- 
lished a program  through  which  internists  and  gen- 
eralists may  take  two-to-six  weeks  of  intensive 
training  in  the  prevention  and  treatment  of  stroke. 
The  unique  program  includes  re-orientation  in  basic 
and  clinical  neurology  as  well  as  cerebrovascular 
medicine. 

Physicians  accepted  for  the  program  receive  $200 
per  week. 

For  additional  information 
write  to: 

Monroe  Cole,  M.D. 

Department  of  Neurology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.  C.  27103 


65 


i v 


.Infant  diarrhea 

m V ' ‘3 


Debilitai 

gastrorn 

conditioi 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B12, 

protective  quantities  of 
\ potassium,  in  a palatable  and 
4,  readily  assimilated  form. 


Postoperatlvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River,  New  York  10965  4 06-8 


^cocl  ^Buv,  in 
^Public^Qelationa 

-V-  Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


66 


Virginia  Medical  Monthly 


WHY  DOES  THE  MEDICAL  SOCIETY  OF  VIRGINIA 
RETIREMENT  PLAN  OFFER  A 
VARIABLE  ANNUITY? 

Because,  as  the  prospectus  already  furnished  you  explains  in  greater  detail,  your 
annual  contributions  are  accumulated  in  a fund  invested  in  a diversified  portfolio  of 
common  stocks,  thus  providing  a possible  hedge  against  inflation  after  retirement 
as  well  as  before. 

Of  equal  importance,  your  retirement  benefits,  which  will  vary  from  month  to  month 
in  accordance  with  the  investment  performance  of  the  fund,  are  guaranteed  to  con- 
tinue for  your  lifetime.  As  long  as  you  live  and  regardless  of  what  the  investment 
results  may  be,  you  cannot  exhaust  your  interest  in  the  fund. 


REQUEST  FOR  CONFIDENTIAL  INFORMATION 

Name  Birth  date  Sex  

Address  City  State  

Zip 

Please  send  me  an  illustration  of  how  The  Medical  Society  of  Virginia  Retirement  Plan  might  work 
out  for  me,  based  on  an  annual  contribution  of  $ , which  is  approximately 

% of  my  net  annual  income  from  private  practice.  I have  full  time 

employees  with  more  than  three  years  of  service,  who  earn  $ in  total  per  year. 

Mail  to:  The  Medical  Society  of  Virginia  Retirement  Plan 
232  Southern  Building 
805  Fifteenth  St.,  N.W. 

Washington,  D.  C.  20005 
or  phone  (collect)  202/638-4211 
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cJ7]asy  on 

theG^udget... 

cJ7Jasy  on 
the  ^J^other 

GH  GH  T a ble  ts  (£y  Elixir  Vz)  Vo) 
cpor  C7 ron  ^J^eficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 
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Protectors 

Make  Life 
Easier  For 
Management 

Companies  that  have  Blue  Cross  and  Blue  Shield  are  making 
it  easy  on  themselves  and  their  employees.  The  Dream 
Protectors  offer  a wide  choice  of  basic  coverage  and  Major 
Medical — and  they  take  care  of  the  administrative  details. 

The  Dream  Protectors  do  the  job  for  over  a million  Virginians. 

BLUE  CROSS  and  BLUE  SHIELD 

2015  Staples  Mill  Road 

Box  656,  Richmond,  Virginia  23205 
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22ND  CLINICAL  CONVENTION 


DECEMBER  1-4,1968  - CONVENTION  HALL 


. . . the  American  "Riviera.”  Where  glittering 
luxury  hotels  tower  above  glamorous  Collins 
Avenue;  and  medicine,  sea  and  sunshine  mix 
in  a delightful  subtropical  setting. 

Register  now,  and  be  on  hand  for  the  world's 
largest  winter  medical  meeting— the  AMA's 
22nd  Clinical  Convention.  At  this  midwinter 
“summer”  session  in  medicine  there  will  be 
Three  Postgraduate  Courses:  Fluid  and  Elec- 
trolyte Balance,  Diabetes,  and  Hyperthyroidism 
in  the  Elderly  Patient  • 17  Scientific  Sessions  • 
Breakfast  Roundtable  Conferences  • Color 
Television  • and  Medical  Motion  Pictures.  The 
modern,  air-conditioned  Convention  Hall  will 
house  hundreds  of  scientific  and  industrial  ex- 
hibits to  show  you  the  very  latest  in  equipment, 
services  and  drugs. 

Plan  now  to  join  your  colleagues  in  Miami 
Beach.  Be  sure  to  look  for  the  complete  scien- 
tific program,  plus  forms  for  advance  registra- 
tion and  hotel  accommodations  in  the  October 
21st  issue  of  JAMA. 
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REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

Trim  Size:  8x11  inches 


No.  of  copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page 

$8.30 

$8.90 

$9.20 

$10.70 

$12.20 

$13.70 

$16.70 

$19.70 

2 Pages  _ 

9.45 

10.20 

10.60 

12.45 

14.35 

16.20 

19.95 

23.70 

4 Pages 

19.85 

21.70 

22.65 

27.25 

31.88 

36.50 

45.75 

55.00 

8 Pages  _ 

47.87 

50.15 

51.30 

57.00 

62.70 

68.40 

79.80 

91.20 

1 2 Pages  _ 

77.90 

82.65 

85.05 

96.90 

108.80 

120.65 

144.40 

168.15 

16  Pages  __ 

95.74 

100.30 

102.60 

1 14.00 

125.40 

136.80 

159.60 

182.40 

Cover  __  __  _ 

15.20 

18.65 

20.40 

29.00 

37.45 

46.25 

73.50 

80.75 

Envelope — blank  __ 

2.80 

5.60 

7.00 

14.00 

21.00 

28.00 

42.00 

56.00 

Envelope — printed  _ 

7.98 

11.16 

12.70 

20.70 

28.60 

36.60 

52.50 

68.40 

PRICES  F.O.B.  RICHMOND,  VA. 

Orders  must  be  placed  before  type  is  distributed. 


THE  WILLIAMS  PRINTING  CO. 

5203  Hatcher  Street  P.O.  Box  1419  Richmond,  Virginia  23211 


Professional  service  to  the 
Medical-Dental  Group 

CAPITAL} 

^tEDIT  CORPORATION 

9107  Quioccasin  Road,  Richmond,  Virginia 

Trained,  experienced  collection  specialists 

A fully  bonded  and  audited  agency 
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"Mans  best  friencTin  wintertime  diarrheas 

In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(as  in  Don  natal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A H Robins  Company,  Richmond,  Va.  23220 

AHf^OBINS 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  " flu " 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROEITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

© 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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because  psychic  tension 
may  not  stop  at  night 

The  calming  action  of  Valium  (diaz- 
epam j helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
build-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness,  Valium 
can  be  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 

Valium' 

( diazepam) 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  propnylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN*VEESK 

(potassium  phenoxymethyl  penicillin) 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

(LTBZ3) 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic . . .when 
you  can  match  the  antibiotic  to  the  urine . . .by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
1 50  mg  and  75  mg  of  demethylchlortetracycline  HC1. 


IOECI  jOM  YCI N * 

DEMEnryLCHLOKTETRACYCLIW. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5's  and  25’s. 


330-8/6135 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cough  Calmers 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM*  Glyceryl  guaiaco- 
late,  50  mg.,  Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 
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A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


JONES  and  VAUGHAN 
Richmond  26,  Virginia 


protect  your 
lportant 
income 


JoinThe  Medical  Society  of  Virginia's 

sponsored  and  endorsed  Disability  Income  and 
the  new  In-Hospital  Income  plans 


New  In-Hospital  Plan  Features: 

□ Pays  in  addition  to  any  other  insurance  carried 

□ Benefits  go  directly  to  you  to  spend  as  you  wish 

□ Your  employees  may  enroll 

□ Your  family  is  eligible 

□ Special  convalescence  benefits 

□ No  termination  because  of  age 

□ Supplements  your  Major  Hospital  Nursing  Program 


N 

Why  take  risks? 

Let  the  insurance 
company  take  them 
for  you.  Guarantee 
yourself  an  income 
when  disabled  or 
hospitalized.  Use 
coupon  below  to  get 
complete  information. 


Mail  to:  David  A.  Dyer  Insurance  Agency,  Medical  Arts  Bldg.,  Roanoke,  Virginia  24011 

Send  me,  without  obligation,  all  the  facts  on: 

□ Disability  Income  Q In-Hospital  Income  Plans 


Name, 


Address 

City State Zip. 


Both  plans  underwritten  by 


Insurance  Company  of  North  America 


For  relief  from  the  worry  and  expense  brought  on  by  accident 
and  sickness  disability. 


MONEY 


When  doctors  are  disabled  and  prevented  from  practicing,  expenses  mount  up  fast.  They  face 
not  only  the  bills  associated  with  today’s  costly  medical  treatment,  but  the  great  expense  of 
maintaining  an  office  and  full  staff  as  well.  That’s  why  the  cost  of  just  one  month’s  disability  often 
runs  into  thousands  of  dollars! 

Your  Medical  Society  of  Virginia  knows  this.  That's  why  they  have  sponsored  two  plans  that  offer 
the  standard  remedy: 


MONEY 

Professional  OVERHEAD  EXPENSE  Plan 
which  pays  fixed  office  expenses  when  you’re  disabled  and 
prevented  from  practicing  due  to  accident  or  sickness. 

# A Catastrophic  HOSPITAL-NURSE  Plan 

which  pays  the  high  costs  of  medical  treatment  associated  with 

accident  and  sickness  disability. 


Both  of  these  Plans  are  sensibly  priced  because  of  your  Association’s  sponsorship. 

And  either  or  both  of  them  can  go  to  work  for  you,  today  ...  if  you  call  us  now.  Find  out  for  your- 
self why  your  Society  has  selected  these  insurance  plans  as  the  best  available  to  its  Members. 
For  more  information,  write  or  call  collect.  There  is  no  obligation,  of  course. 


Administrator,  David  A.  Dyer 
Medical  Arts  Building 

Roanoke,  Virginia  24011  Phone:  344-5000 


# 


Both  Plans  underwritten  by 


AMERICAN  CASUAL  TY  COMPANY 


OF  READING.  PENNSYLVANIA 


Volume  95,  November,  1968 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 
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Every  Virginia  Doctor  Should 
Have  This  Book! 

The  history  of  medicine  in  the  Old  Common- 
wealth in  the  last  century  is  a work  every  doctor 
should  be  proud  to  own.  Complete  and  intensely 
interesting. 

Medicine  In  Virginia 

by  VVlNUHAM  b.  bLANTON,  M.D. 
Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 

19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond,  Virginia  23221 


cA  ^ occl  ^uy  in 
‘“Public  cPe(atim«J 

+ Place  it  in  your  reception  room  » 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 

' ' " " ------ 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

* (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 

Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril* 

(Thioridazine  HCl) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-170 


Louie  lost  weeks  with  acute  shoulder  bursitis. That’s  a Ic 
of  pain,  stiffness  and  tenderness... and  also  a lot  of  fist 
It  might  have  been  different  with  Butazolidirf  alki 


100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 


If  it  doesn’t  work  in  a week,  forget 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formulation  are  contraindicated 
in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diag- 
nostic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  patients 
with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  therapy 
and  at  2-week  intervals  thereafter.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyperten- 
sion the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been  as- 
sociated with  peptic  ulcer  and  may  reactivate  a 


latent  peptic  ulcer.  The  patient  should  be 
'instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  relationship 
cannot  be  excluded.  Thrombocytopenic  pur- 
pura and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity  angiitis, 
pericarditis  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 


capsules  daily  in  3 or  4 equal  doses.  T rial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or2  capsules  daily. 

In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age  and 
any  other  factors  influencing  drug  response. 

(0)  46-070- 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  1 0502 


Butazolidin®  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg  dried  aluminum  hydroxide  gel 

150  mg  magnesium  trisilicate 


ad  a divorce." 
i a real  loser, 
id  so  are 
ekids.” 


The  loss  of  marital  compatibility  results  in 
nearly  500,000  U.S.  divorces  each  year. 

Depression  characterized  by  untold  guilt  feel- 
ings, grief  and  loneliness  may  follow. 

When  you  diagnose  depression, Tofranil  may 
be  indicated  for  relief. 

As  maintenance  therapy  during  the  active 
phase  of  depression, Tofranil  can  often  help  pre- 
vent relapse. 

The  use  of  Tofranil  in  patients  receiving  M.A.O.I.’s  is 
contraindicated.  In  patients  with  cardiovascular  disease, 
thyroid  disorders,  increased  intraocular  pressure;  in  those 
receiving  anticholinergics  (including  antiparkinsonism 
agents),  thyroid  medication  or  antihypertensive  adrenergic 
neuron-blocking  agents;  and  in  those  in  their  first  trimester 
of  pregnancy-the  special  precautions  listed  in  the  Pre- 
scribing Information  should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require  discontinu- 
ation of  Tofranil  are  uncommon.  However,  for  complete 
details,  please  refer  to  the  complete  Prescribing  Information. 


Turn  page  for  brief  summary  of  Prescribing  Information. 


in  depression 


Ibfranil* 

Geigy 


imipramine 

hydrochloride 


in  depression 


Tofranil®,  imipramine  hydrochloride 
Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  Includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  In  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen.  Imipramine  may  block  the 
pharmacologic  activity  of  guanethi- 
dine  and  other  related  adrenergic 
neuron-blocking  agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 


Tofranir  Geigy 

imipramine 

hydrochloride 


vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  150  pr  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


...but  his  other  symptoms: 

functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

(AMITRIPTYLINE  HC1|MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  TODAYS  THEORY  IS  TOMORROWS  THERAPY 


You  be  the  judge,  Docto 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day; 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  I mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company.  Richmond,  Va.  23220. 
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AHPOBINS 


In  peptic  ulcer  therapy,  wont  you 
give  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
^motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
eady  using  was  giving  acceptable  results, 
dowever,  we  believe  you’ll  agree  there’s  always 
oom  for  a better  anticholinergic.  This  is  why  we’re 
isking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
"orte  exerts  a highly  specific  antisecretory  action  and 
narked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
inced  you’ll  agree  that  this  is  indeed  an  outstanding 
Irug  when  you  observe  its  outstanding  suppression  of 
ilcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
educes  intestinal  tone,  yet  has  little  or  no  effect  on 
>eristalsis.  In  addition,  the  incidence  of  the  more 
>othersome  peripheral  side  effects  is  low. 
o longer  does  the  physician  have  to  look  for  extreme 
ry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 
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fectiveness.  The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

F irst : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 
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Next:  Wait  10  days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page,  Doctor. 
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in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  starts  working  within  3 to  4 days. 
When  response  occurs,  as  little  as  1 or 
2tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


[andearil,  oxyphenbutazone: 

~or  brief  summary  see  next  page. 


Geigy 


TA- 6006 


Tandearil 

oxyphenbutazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema:  dan- 
ger of  cardiac  decompensation:  his- 
tory or  symptoms  of  peptic  ulcer: 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease 

Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gam  (water 
retention),  skin  reactions  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in* 
stitute  countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear  Use  greater  care  in  the  el- 
derly and  in  hypertensives 

Adverse  Reactions  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set Drug  rash  occasionally  occurs 
If  it  does,  promptly  discontinue  the 
drug  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  reguire  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 


Peoples  Drug  Stores 
are  now  dispensing 
most  prescriptions  in  a 


SAFETY-CAP 

CONTAINER 


at  no  extra  cost 


Millions  of  times  every  year,  a child  swallows  a 
potential  poison.  If  even  one  family  is  spared 
this  agony  through  the  use  of  this  Safety-Cap 
Container  our  efforts  will  have  been  worthwhile. 


Since  1905  all  Peoples  Drug  Stores 
have  filled  more  than  100  million  prescriptions. 
A measure  of  the  trust  people  have  in  Peoples. 


PRESCRIPTION  DRUG  STORES 


Volume  95,  November,  1968 
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WHAT  DO  YOU  NEED 
IN  A KEOGH  PLAN? 

The  Medical  Society  of  Virginia  Retirement  Plan  offers  members  in  private  prac- 
tice all  these  advantages: 

1.  Low  cost  and  greater  benefits  thro 'ah  GROUP  administration  savings,  a 
GROUP  variable  annuity  and  a GROUP  fixed  dollar  annuity; 

2.  Guaranteed  annuity  rates  for  both  axed  dollar  and  stock  accumulations. 
(Even  if  all  contributions  are  allocated  to  stock  account,  annuity  guarantees 
apply.); 

3.  Guaranteed  pre-retirement  death  benefit  of  the  sum  of  your  contributions  or 
their  cash  value  at  your  death,  whichever  is  greater; 

4.  Flexibility  during  accumulation  period — funds  may  be  allocated  to  either  the 
fixed  or  the  variable  accumulation  (common  stock)  account  or  divided  in  any 
proportion  between  both  accounts.  In  addition,  you  may  transfer  capital  from 
one  account  to  the  other  once  each  year; 

5.  Flexibility  at  retirement  time — you  may  take  cash  or  an  annuity,  fixed  or 
variable  annuity  or  both; 

6.  The  variable  annuity  provides  lifetime  income  based  on  the  investment  re- 
sults of  a common  stock  portfolio.  A wide  choice  of  annuity  options  is  avail- 
able; 

7.  No  life  insurance  is  required; 

8.  No  age  limit  for  joining  the  program  and  no  age  limit  for  making  contribu- 
tions; 

9.  Professional  investment  management  by  the  Prudential  Insurance  Company 
of  America; 

10.  Up  to  $2,500  annual  deduction  from  taxable  income; 

11.  Tax  shelter  in  capital  gains,  dividends  and  interest. 

REQUEST  FOR  CONFIDENTIAL  INFORMATION 

Name Birth  date Sex 

Address City State 

Zip 

Please  send  me  an  illustration  of  how  the  M.S.  of  Va,  Retirement  Plan  might  work 
out  for  me,  based  on  an  annual  contribution  of  $ , which  is  approxi- 
mately   % of  my  net  annual  income  from  private  practice.  I have 

full  time  employees  with  more  than  three  years  of  service,  who  earn  $ 

in  total  per  year. 

Mail  to:  The  Medical  Society  of  Virginia  Retirement  Plan 
232  Southern  Building 
805  Fifteenth  St.,  N.W. 

Washington,  D.  C.  20005 
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when  cough 
is  not 


the 


OMNI 

• . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


only  sound 
you  hear  ♦ . ♦ 


TUSS*  b.i.d. 

‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidiri 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROC1DIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


327-8 


Norflex 

(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon1®)  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.D.Ft. 

Riker  Laboratories 
Northridge,  California  91324 


Nothing  else  I’ve  tried  seems  to  work , so  I decided  to  give  you  a crack  at  it. 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate.  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg., 
chlorpheniramine  maleate,  8 mg  ; and  acetaminophen,  500  mg 
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One  by  one 
the  family’s  downed 


Because  the 
G.I.  bug’s  around 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


ACHROMYCIN  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial—  bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. Blood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Liver—  cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Suspected  tetracycline-sensitive  infection? 

While  waiting  for  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 


Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
ACHROMY CIN®  V,  in  a way,  provides  the 
ultimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROMY  CIN®  V is  effective  in 
treating  so  many  common  infections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
doesn’t  stat  dosage  of  this  time- tested  antibiotic 
make  good  sense? 

Prescribing  Information 


ACHROMYCIN  V 


TETRACYCLINE 

The  price  differential 
is  inconsequential. 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units).  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric. for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [042567a] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Guest  Editorial . . . . 


Reach  to  Recovery 

A REHABILITATION  PROGRAM  for  mastectomy  patients,  de- 
signed to  meet  their  psychological,  physical  and  cosmetic  needs,  has 
been  successfully  introduced  into  hospitals  in  the  Richmond  area.  It 
provides  significant  assistance  for  emotional  stability  at  a time  of  crisis 
and  a mechanism  for  the  patient  to  relate  to  other  persons  in  her  indi- 
vidual world.  The  enthusiastic  response  by  both  patients  and  medical 
personnel  has  created  an  interest  in  the  program  in  many  parts  of  the 
State. 

Known  as  Reach  to  Recovery,  and  now  sponsored  in  the  State  by  the 
American  Cancer  Society,  Virginia  Division,  this  program  enables  the 
physician  and  surgeon  to  provide  mastectomy  patients  with  specialized 
assistance  without  cost  and  without  interfering  with  the  doctor-patient 
relationship.  Medical  personnel  are  also  relieved  of  many  time-consuming 
activities  which  are  not  primarily  medical  in  nature  but  are  most  im- 
portant to  the  total  recovery  of  the  patient.  The  mastectomy  patient 
is  able  to  see  and  talk  to  another  woman  who  has  had  the  same  surgery. 
She  sees  living,  visual  proof  that  it  will  be  possible  for  her  to  look  normal 
and  to  assume  her  normal  activities.  She  receives  practical  help  on  how 
to  go  about  doing  it. 

The  program  had  its  beginning  15  years  ago  in  New  York  City  when 
Mrs.  Terese  Lasser,  a mastectomy  patient,  became  aware  of  the  lack  of 
information  available  for  women  who  had  undergone  this  serious  and 
disheartening  surgery.  She  was  concerned  about  the  great  need  for  a 
rehabilitation  program  for  these  women.  Her  surgeon’s  answer  to  her 
concern  was  a challenging,  "Why  don’t  you  do  something  about  it?” — 
and  she  did.  Her  answer  has  become  known  as  Reach  to  Recovery  and 
the  program  is  now  in  operation  in  more  than  300  hospitals  in  the  United 
States  and  37  foreign  countries. 

In  Virginia,  Reach  to  Recovery  was  first  introduced  two  years  ago  in 
a Richmond  hospital.  The  program  has  been  so  well  received  that  it  is 
now  being  used  by  surgeons  in  nine  Richmond  hospitals.  With  the  sup- 
port of  the  Richmond  Area  Unit  of  the  American  Cancer  Society,  the 
program  expanded  and  interest  has  spread  to  other  parts  of  the  State. 
Plans  are  underway  to  provide  this  service  throughout  Virginia. 


The  Reach  to  Recovery  Foundation,  with  headquarters  in  New  York 
City,  has  established  high  standards  for  the  program  and  requires  strict 
adherence  to  its  procedures  by  all  volunteers  working  with  patients.  The 
hospital  volunteer  program  is  carried  out  only  with  the  knowledge  and 
consent  of  a physician  or  surgeon  and  at  no  time  is  a patient  visited  in  the 
hospital  unless  such  consent  has  been  obtained.  Only  a woman  who  has 
herself  undergone  a mastectomy  may  work  with  patients.  In  addition, 
two  doctors  must  certify  that  in  their  opinion  she  is  physically  and  emo- 
tionally equipped  to  participate  in  the  program.  The  volunteer,  once 
approved,  is  thoroughly  trained  in  procedures  for  visiting  patients  and 
particularly  in  what  not  to  say.  The  importance  of  her  whole  manner 
and  appearance  is  stressed  in  her  training. 

Upon  visiting  a patient,  the  volunteer  provides  a gift  of  a Reach  to 
Recovery  kit.  The  kit  contains  a Reach  to  Recovery  manual  (informa- 
tion for  the  patient  and  her  family) , a ball  and  rope  for  exercises,  and  a 
temporary  prosthesis  for  the  patient  to  wear  when  leaving  the  hospital. 
The  volunteer  gives  information  on  exercises,  suggestions  for  brassiere 
comfort  and  clothing  adjustments,  and  explanations  of  the  various  pros- 
theses.  She  also  answers  questions  the  patient  may  have  of  a non-medical 
nature.  Volunteers  never  make  comparisons  or  answer  medical  questions. 
They  do  recommend  that  the  patient  discuss  such  matters  with  her  own 
physician. 

When  the  patient  is  told  by  her  doctor  that  she  is  ready  to  be  fitted 
with  a regular  prosthesis,  she  may  visit  the  Reach  to  Recovery  office  for 
further  information  on  the  various  types  of  forms  available  and  where 
they  may  be  purchased.  Patients  are  also  given  assistance  on  special  cloth- 
ing problems,  particularly  bathing  suits.  Nothing  is  ever  sold  to  a patient, 
no  products  are  ever  sponsored,  and  patient  names  are  kept  confidential. 

Reach  to  Recovery  is  not  a club  and  a woman  is  encouraged  to  return 
to  her  normal  way  of  life  as  soon  as  possible.  Mastectomy  patients  are 
offered  no  morale-destroying  pity  or  sympathy.  They  are  offered  living 
proof  and  assurance  that  they  are  just  as  much  a woman,  just  as  much  a 
person,  as  they  ever  were.  This,  plus  the  practical  assistance  provided, 
helps  in  getting  a woman  back  to  the  important  things  in  living. 

While  the  benefits  to  the  patient  are  the  prime  asset  of  this  program, 
the  advantages  of  the  service  for  the  surgeon  and  physician  should  not 
be  overlooked.  The  demands  and  pressures  on  every  member  of  the 
medical  profession  and  his  staff  continue  to  increase.  Here  is  a service 
which  the  physician  may  make  available  to  his  patients  and  which  will 
save  time  for  him  and  his  staff.  He  may  offer  this  assistance  to  his  patient 
without  cost  and  without  interfering  with  the  doctor-patient  relation- 
ship. 

Reach  to  Recovery  kits  may  only  be  distributed  to  patients  by  trained 
Reach  to  Recovery  volunteers.  However,  a copy  of  the  Reach  to  Re- 
covery manual  will  be  mailed  to  an  individual  patient  upon  request. 
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Another  very  important  part  of  the  Reach  to  Recovery  program  is 
the  education  of  personnel  responsible  for  the  comfort  of  the  radical 
mastectomy  patient.  This  takes  the  form  of  lectures  and  demonstrations 
to  nursing  schools  of  large  hospitals,  staff  physicians,  medical  students, 
graduate  and  under-graduate  nurses,  social  service  workers,  and  other 
interested  personnel.  These  lectures  include  creation  of  an  awareness  of 
the  patient’s  reaction  to  her  operation,  demonstration  of  exercises,  show- 
ing prostheses  and  how  they  are  worn,  including  a display  and  discussion 
of  bathing  suits,  demonstration  of  elastic,  pressure  and  pneumatic  sleeves 
(to  be  used  only  with  the  physician’s  consent),  and  cosmetic  devices  for 
disguising  discolorations  and  scars. 

Additional  information  and  literature  on  the  Reach  to  Recovery  pro- 
gram in  Virginia  may  be  obtained  by  writing  to  Reach  to  Recovery, 
American  Cancer  Society,  Virginia  Division  Incorporated,  303  West 
Franklin  Street,  Richmond,  Virginia  23200.  Information  about  the  pro- 
gram in  other  states  and  countries  may  be  obtained  from  Reach  to  Re- 
covery, 1841  Broadway,  New  York,  New  York  10023. 

Lloyd  B.  Burk,  Jr.,  M.D. 

Mrs.  Adice  Waymack 


Editor’s  Note: 

Mrs.  Waymack  is  the  State  Coordinator,  Reach  to  Recovery  Program, 
for  Virginia. 

Dr.  Lloyd  B.  Burk,  Jr.,  Arlington,  is  Medical  Vice  President,  American 
Cancer  Society,  Virginia  Division  Incorporated. 
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An  Approach  to  the  Radiologic  Diagnosis  of 
Respiratory  Distress  in  the  Newborn 


The  chest  radiograph  of  the  netv- 
born  with  respiratory  distress  may 
appear  normal , may  shoiv  mass 
lesions,  or  areas  of  hyperlucency, 
or  areas  of  opacity.  The  differen- 
tial diagnosis  is  discussed  under 
these  headings. 


'"pHE  CHEST  RADIOGRAPH  repre- 
sents  a major  contribution  to  the  study 
of  neonatal  respiratory  distress.  The  inter- 
pretation of  the  roentgenogram  may,  how- 
ever, be  extremely  difficult  for  even  the 
experienced  physician  because  of  the  variety 
of  lesions  which  may  present  with  similar 
clinical  findings.  The  purpose  of  this  paper 
is  to  review  some  of  the  important  disease 
entities  and  to  suggest  a logical  approach  to 
their  roentgen  analysis  to  help  simplify  the 
differential  diagnosis.  Most  classifications  are 
presented  from  the  anatomic,  pathologic, 
medical  or  surgical  viewpoints  which  are  of 
little  help  in  roentgen  analysis.  The  material 
presented  here  represents  a method  of  analy- 
sis of  the  chest  radiograph  which  will  cover 
only  the  more  common  lesions.  Oversimpli- 
fication is  necessary  in  all  such  classifica- 
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partment of  Pediatrics,  University  of  Virginia  School 
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Keats,  Theodore  E.,  M.D.,  Professor  and  Chair- 
man, Department  of  Radiology,  University  of  Vir- 
ginia School  of  Medicine. 
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Charlottesville,  Virginia 

tions  since  lesions  may  be  multiple  and  there 
are  problems  in  which  the  roentgen  findings 
vary  in  their  evolution. 

The  radiographic  findings  permit  division 
of  the  lesions  into  four  major  groups: 

I  Normal  chest — where  there  are  no 
evident  abnormalities. 

II  Discrete  mass  lesions. 

III  Areas  of  hyperlucency. 

IV  Areas  of  opacity. 

These  groups  will  be  discussed  in  order: 

Group  I — Normal  chest. 

A.  Macroglossia 

B.  Micrognathia 

C.  Choanal  atresia 

D.  Cysts  and  tumors  of  upper  airway 

E.  Congenital  lesions  of  larynx  and 
trachea 

F.  Esophageal  atresia 

G.  Mediastinal  vascular  rings 

Most  of  the  upper  airway  lesions  are  in- 
cluded in  this  group.  The  majority  of  these 
can  be  recognized  by  clinical  examination 
alone.  Starting  above,  macroglossia,  mi- 
crognathia, cysts  and  tumors  of  the  upper 
airway,  including  congenital  goiter,  as  well 
as  congenital  abnormalities  of  the  larynx 
can  be  best  evaluated  by  direct  examination. 

The  roentgenogram  can  contribute  to  the 
diagnosis  of  some  of  the  head  and  neck  dis- 
orders such  as  choanal  atresia  where  the  in- 
stillation of  opaque  medium  in  the  nasal 
passages  confirms  the  clinical  diagnosis. 
(Figure  1-A) 

In  congenital  micrognathia  as  seen  in  the 
Pierre-Robin  Syndrome,  roentgen  examina- 
tion will  confirm  the  underdevelopment  of 
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the  mandible  and  also  demonstrate  obstruc- 
tion of  the  airway  by  the  tongue.  (Figure 
1-B) 

With  congenital  esophageal  atresia,  the 
chest  film  is  normal  early  in  the  course  and 
usually  shows  the  characteristic  air  or  fluid 


lesion  whether  it  be  a mass  or  other  con- 
genital abnormality. 

The  addition  of  barium  studies  of  the 
esophagus  is  another  simple  procedure  which 
often  yields  valuable  information  in  the 
detection  of  mediastinal  vascular  rings.  In 


Fig.  1.  A.  Choanal  atresia.  Contrast  material  injected  in  the  nares  with  the  skull  in 
the  brow  up  position  does  not  flow  into  the  nasopharynx. 


B.  Pierre-Robin  Syndrome.  Lateral  sku 
croachment  on  the  pharyngeal  airway  by 

filled  pouch  in  the  neck  which  represents 
the  esophageal  segment  proximal  to  the 
atresia.  (Figure  2)  Later  in  the  infants 
course,  the  chest  film  may  show  pneumo- 


film shows  dimunitive  mandible  with  en- 
e base  of  the  tongue. 

the  newborn  the  most  common  vascular  ring 
is  the  double  aortic  arch.  This  lesion  is 
readily  diagnosed  by  the  characteristic  im- 
pressions on  the  barium  filled  esophagus,  one 


Fig.  2.  Esophageal  atresia.  Chest  film  demonstrates  the  blind  upper  esophageal  pouch. 


nitis  resulting  from  aspiration  and  from  re- 
flux of  gastric  content  through  a distal 
tracheoesophageal  fistula  which  is  a com- 
mon associated  finding  in  most  cases. 

In  cases  where  an  obstructive  lesion  is 
not  obvious,  radiography  of  the  soft  tissues 
of  the  neck  will  be  helpful  in  localizing  the 


high  in  the  mediastinum  or  the  right,  and 
the  other  smaller,  less  marked  impression  on 
the  left  at  a slightly  lower  level  in  the 
frontal  view.  On  the  lateral  projection,  a 
large  posterior  esophageal  impression  is  seen. 
(Figure  3) 

If  the  chest  film  appears  normal  and  an 
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upper  airway  lesion  has  been  excluded,  then 
other  "outside”  causes  of  respiratory  distress 
must  be  considered,  such  as  intracranial 
hemorrhage  or  transplacental  transfer  of 
medication. 

Group  II — Discrete  mass  lesions. 

A.  Neoplasms,  teratoma,  neurogenic 

B.  Duplication  cysts 

C.  Diaphragmatic  hernia 

D.  Diaphragmatic  paralysis 


toid  tumor  is  the  most  common,  while  in 
the  posterior  mediastinum  one  must  first 
consider  a neurogenic  lesion,  particularly  if 
there  is  an  associated  spinal  osseous  defect. 

Neuroenteric  cysts  arise  in  the  posterior 
mediastinum  and  are  frequently  associated 
with  spinal  anomalies  such  as  hemiverte- 
brae.  These  cysts  are  usually  elongated  and 
penetrate  or  attach  to  the  diaphragm. 
Enteric  duplication  cysts  are  similar  in  ap- 
pearance but  are  not  usually  associated  with 


Fig.  3.  Vascular  ring.  The  double  aortic  arch  produces  the  characteristic  double  in- 
dentation on  the  contrast  filled  esophagus,  and  compression  on  the  trachea  anteriorly. 


E.  Anterior  eventration 

F.  Sequestration  of  lung 

This  category  consists  of  evident  mass 
lesions  which  are  by  definition  space  occu- 
pying. The  common  denominator  for  these 


spinal  defects.  (Figure  4)  Tracheal  and 
bronchial  cysts  occur  in  the  middle  medi- 
astinum but  are  more  apt  to  be  spherical 
rather  than  elongated. 

Diaphragmatic  disorders  are  common, 


masses  is  encroachment  on  the  pulmonary 
parenchyma  and/or  the  mediastinum. 

Neoplasms  are  uncommon  at  this  age  and 
are  usually  located  in  either  the  anterior  or 
posterior  mediastinum.  Anteriorly  the  tera- 


particularly  herniae.  The  most  common 
hernia  is  through  the  foramen  of  Bochdalek, 
followed  in  frequency  by  the  retrosternal 
Morgagni  hernia  and  the  dome  defect  vari- 
eties. A left  sided  hernia  is  five  times  more 
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common  than  the  right.  If  a child  is  ex- 
amined early  because  of  respiratory  distress, 
there  may  be  a homogenous  mass  in  the  chest 
which  obscures  the  diaphragm  on  that  side. 
This  shadow  represents  bowel  which  does 


position  suggests  diaphragmatic  abnormal- 
ity. 

Another  diaphragmatic  disorder  is  paraly- 
sis secondary  to  birth  trauma  to  the  phrenic 
nerve  with  or  without  brachial  plexus  in- 


Fig.  5.  Diaphragmatic  hernia.  Chest  film  shows  classic  left  diaphragmatic  hernia  with 
multiple  gas  filled  loops  of  bowel  in  the  left  hemithorax.  The  left  hemidiaphragm 
is  obscured.  The  mediastinum  is  displaced  to  the  right. 


not  yet  contain  air.  This  appearance  may 
be  confusing  until  the  intestinal  pattern 
becomes  established,  and  the  typical  bowel 
shadows  are  seen  ectopically  placed  in  the 
chest.  (Figure  5 ) When  herniae  through  the 


jury.  Fluoroscopy  is  useful  in  the  study  of 
this  condition  where  loss  of  motion  or 
paradoxic  movement  may  be  evident.  (Fig- 
ure 6) 

Anterior  diaphragmatic  eventration  may 


Fig.  6.  Diaphragmatic  paralysis.  The  right  hemidiaphragm  is  elevated  and  paralyzed 

secondary  to  birth  trauma. 


right  side  of  the  diaphragm  are  being  con- 
sidered, one  should  note  the  position  of  the 
liver  shadow.  Its  absence  from  the  normal 


also  be  a cause  of  respiratory  distress.  This 
represents  a localized  eventration  of  the  an- 
terior portion  of  the  diaphragm  and  results 
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in  bilateral  soft  tissue  shadows  near  the 
midline  which  elevate  and  distort  the  cardiac 
silhouette.  Respiratory  distress  is  occasioned 
in  this  condition  by  faulty  diaphragmatic 
action.  (Figure  7) 

It  should  be  pointed  out  that  hypoplastic 


monitis  or  even  neoplasm.  It  may  contain 
areas  of  radiolucency.  Its  most  character- 
istic location  is  in  the  posterior  segments  of 
the  lower  lobes.  Adenomatoid  malforma- 
tion of  lung  can  be  included  in  this  group 
as  well,  since  these  are  similar  congenital 


Fig.  7.  Anterior  diaphragmatic  eventration.  Chest  film  shows  soft  tissue  shadows  an- 
teriorly and  medially  resulting  in  distortion  of  the  cardiac  silhouette. 


lung  frequently  accompanies  diaphragmatic 
hernia  and  eventration.  Arrest  of  lung 
growth  occurs  at  approximately  fifteen 
weeks  of  fetal  life,  the  same  time  as  herniae 
and  eventrations. 

Sequestration  of  lung  represents  an  iso- 


lesions and  are  often  space  occuppying  and 
cystic  in  nature. 

Group  III — Areas  of  Hyperlucency 

A.  Lobar  emphysema 

B.  Tension  pneumothorax 

C.  Congenital  cystic  disease 


Fig.  8.  Congenital  lobar  emphysema.  Chest  film  shows  marked  overexpansion  on  the 
left  and  the  mediastinum  displaced  to  the  right. 


lated  mass  of  pulmonary  type  tissue  situated 
within  an  area  of  normal  parenchyma  with- 
out normal  bronchial  or  vascular  communi- 
cations. Respiratory  distress  is  not  usually 
seen  in  this  condition.  More  commonly,  the 
density  is  confused  with  an  area  of  pneu- 


D.  Metabolic  acidosis 

E.  Tachypnea  of  the  newborn 

F.  Pneumomediastinum 

This  group  includes  numerous  conditions 
which  have  the  common  radiographic  find- 
ing of  overexpansion  or  hyperlucency  in 
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either  the  mediastinum  or  one  or  both  lungs. 
The  unilateral  lesions  of  hyperlucency  in- 
clude lobar  emphysema,  pneumothorax  and 
congenital  cystic  disease. 

Lobar  emphysema  is  a serious  and  life 
threatening  emergency  of  the  newborn.  It 
is  usually  seen  in  the  right  upper  or  middle 
lobes.  Marked  overdistention  may  result  in 
depression  of  the  diaphragm  and  displace- 
ment of  the  mediastinum  to  the  contra- 
lateral side.  The  uninvolved  lobes  show 


tures  to  the  opposite  side.  The  diagnosis  is 
aided  by  the  presence  of  delicate  trabecu- 
lated  cyst  walls  which  permit  differentiation 
from  congenital  lobar  emphysema.  Intra- 
thoracic  hyperlucent  bowel  may  offer  diag- 
nostic difficulties  at  times,  but  a barium 
meal  may  permit  differential  diagnosis. 
(Figure  10) 

Infants  with  metabolic  acidosis  will  often 
demonstrate  a misleading  finding,  namely, 
marked  overexpansion  of  the  lungs,  asso- 


Fig.  9.  Tension  pneumothorax.  Chest  film  shows  pneumothorax  on  the  left  with  visual- 
ization of  the  collapsed  lung’s  edge  and  mediastinal  displacement  to  the  right. 


evidence  of  compression  as  evidenced  by 
condensation  of  their  markings.  The  dy- 
namics of  the  involved  lung  are  those  of 
expiratory  obstruction  due  to  the  inability 
of  the  lung  to  deflate  normally.  (Figure  8) 
Tension  pneumothorax  also  represents  an 
emergency  situation  in  the  newborn.  It 
frequently  follows  vigorous  resuscitative 
efforts,  but  may  occur  spontaneously.  The 
pathologic  dynamics  are  similar  to  those  of 
congenital  lobar  emphysema  with  collapse 
of  the  involved  lung,  depression  of  the  ipsi- 
lateral  diaphragm  and  displacement  of  the 
mediastinum  to  the  opposite  side.  The  en- 
tity is  differentiated  from  congenital  lobar 
emphysema  by  the  visualization  of  the  free 
edge  of  the  collapsed  lung.  (Figure  9) 
Congenital  cysts  of  the  lung  are  seen  in- 
frequently, may  be  single  or  multiple,  uni- 
lateral or  bilateral,  and  filled  with  fluid,  air, 
or  both.  These  cysts  present  as  translucent, 
space-occupying  lesions  which  depress  the 
diaphragm  and  displace  the  midline  struc- 


ciated  with  tachypnea  which  represents  a 
compensatory  mechanism.  This  is  seen  com- 
monly in  infants  following  difficult  deliv- 
eries and  various  periods  of  hypoxia,  in  pa- 
tients with  neonatal  sepsis,  and  with  acidosis 
due  to  renal  defects  such  as  hypogenesis. 
The  lungs  are  characteristically  clear.  (Fig- 
ure 1 1 ) 

Recently,  a condition  has  been  described 
mainly  in  premature  infants  characterized 
by  overexpansion  and  the  presence  of  stringy 
densities  projection  from  the  hilar  areas. 
This  is  termed  tachypnea  of  the  newborn 
and  has  probably  been  previously  over- 
looked. 

Pneumomediastinum  may  also  occur 
spontaneously,  but  is  usually  secondary  to 
vigorous  resuscitative  efforts  and  resulting 
alveolar  overinflation  and  rupture.  Radio- 
graphically, there  is  seen  a collection  of  air 
in  the  area  of  the  anterior  mediastinum 
which  may  extend  into  the  subcutaneous 
tissues  in  the  neck  and  often  dissects  up 
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under  the  thymus  elevating  its  lobes  and  This  last  group  of  lesions  is  characterized 
producing  a characteristic  "bat-wing”  ap-  by  opaque  areas  in  the  lung  of  varying  ex- 
pearance.  (Figure  12)  tent  and  character. 

Agenesis  of  one  lung  presents  radiograph- 
ically as  an  opaque  hemithorax  with  the 
heart,  trachea,  and  other  midline  structures 
shifted  toward  the  affected  side.  The  thorax 
is  usually  asymmetrical  with  collapse  on  the 
affected  side  and  overexpansion  of  the  op- 
posite lung.  This  entity  is  frequently  mis- 
interpreted as  failure  of  expansion  or  ate- 
lectasis of  the  lung,  and  further  special 
studies  such  as  arteriography  or  broncho- 
graphy are  necessary  to  demonstrate  the 
anatomical  defect.  Associated  lesions  include 
diaphragmatic  herniae,  renal  agenesis  (Pot- 
ter’s Syndrome)  cardiac  defects,  skeletal 
abnormalities  (hemivertebrae)  and  absence 
of  the  vagus  nerve.  (Figure  13) 

Failure  of  expansion  may  involve  one 


Fig.  11.  Metabolic  acidosis.  Chest  film  of  this  infant  with  metabolic  acidosis  associated 
with  diarrhea  shows  generalized  pulmonary  overexpansion. 


Fig.  10.  Congenital  cystic  disease.  Chest  film  showing 
multiple  large  locules  in  the  left  lung  which  displace  the 
mediastinum  to  the  right. 


Group  IV — Areas  of  Opacity 

A.  Agenesis 

B.  Failure  of  expansion 

C.  Pulmonary  dysmaturity 

D.  Congenital  pulmonary  lymphangi- 
ectasis 

E.  Pulmonary  venous  obstruction 

F.  Amniotic  aspiration  pneumonitis 

G.  Hyaline  membrane  disease 


lung  or  one  lobe.  There  are  several  etiologies 
including  alveolar  immaturity,  obstruction 
by  residual  amniotic  fluid  or  aspirated 
mucus.  It  is  recognized  that  both  lungs  may 
not  inflate  fully  and  synchronously  at  birth. 
These  areas  of  unexpanded  lung  simulate 
atelectasis  of  the  common  variety.  Follow- 
up examination  usually  will  show  rapid 
spontaneous  resolution.  (Figure  14) 
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Pulmonary  dysmaturity,  or  the  Wilson- 
Mikity  Syndrome,  is  a respiratory  condition 
first  described  in  prematures  in  1960  and 
characterized  by  a rather  typical  radio- 
graphic  appearance,  namely,  multiple  foci 
of  hyperaeration  alternating  with  a coarse 


cyst-like  foci.  Respiratory  distress  is  marked, 
whereas  the  respiratory  excursion  is  mini- 
mal. Spontaneous  pneumothorax  is  common 
because  of  the  poor  compliance  of  these 
lungs.  The  differential  diagnosis  between 
this  condition  and  pulmonary  dysmaturity 


Fig.  12.  Mediastinal  emphysema.  Chest  film  shows  dissection  of  gas  beneath  the  thy- 
mus. The  elevation  of  the  right  lobe  of  the  thymus  is  evident  in  the  right  lung  field. 


thickening  of  the  interstitial  supporting 
structures  producing  cystic  or  lacy  appear- 
ance. (Figure  15)  The  etiology  is  as  yet 
obscure,  but  the  concept  of  retarded  alveo- 
lar proliferation  is  attractive  in  that  it  al- 
lows for  later  growth  and  eventual  recovery 


may  be  difficult  unless  one  can  actually 
visualize  the  Kerley’s  B lines.  In  addition, 
this  condition  occurs  in  term  infants  who 
are  usually  cyanotic,  whereas  pulmonary 
dysmaturity  occurs  in  prematures  and  is  not 
associated  with  cyanosis. 


Fig.  13.  Agenesis  of  the  right  lung.  Chest  film  shows  marked  overexpansion  of  the 
left  lung.  Note  the  presence  of  multiple  hemivertebrae. 


which  fits  with  the  clinical  manifestations. 

Congenital  pulmonary  lymphangiectasis 
is  a rare  and  only  recently  recognized  con- 
dition with  cystic  dilatation  of  the  lym- 
phatic vessels  of  the  lungs.  The  roentgeno- 
gram shows  marked  bilateral  overexpansion 
and  a diffuse,  coarse,  lace-like  pattern  with 


Pulmonary  venous  obstruction  due  to 
anomalous  venous  return  to  the  systemic 
venous  circulation  or  to  obstructive  lesions 
in  or  about  the  left  side  of  the  heart  may 
give  a characteristic  radiographic  appear- 
ance with  a normal  heart  size,  and  engorged 
pulmonary  veins  and  lymphatics.  The  hall- 
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mark  of  this  group  of  lesions  is  the  charac- 
teristic dilatation  of  the  pulmonary  lympha- 
tics (Kerley’s  lines)  in  the  absence  of  con- 
gestive heart  failure.  (Figure  16) 

Amniotic  or  aspiration  pneumonitis  is 
a common  cause  of  respiratory  distress,  par- 


pneumomediastinum  may  complicate  this 
condition. 

Prematures,  children  born  to  diabetic 
mothers,  or  those  delivered  after  lengthy 
caesarian  section  are  particularly  prone  to 
hyaline  membrane  disease.  This  is  probably 


«.  * ' - c Jk  >.  v 

Fig.  14.  Failure  of  expansion.  The  left  upper  lobe  is  seen  as  an  opacity  due  to  its  fail- 
ure to  expand.  Follow-up  film  two  days  later  shows  a normal  appearance. 


ticularly  in  the  post  mature  infant  or  in  any 
infant  whose  mother’s  amniotic  fluid  was 
contaminated  with  bacteria  or  meconium. 
1 his  produces  pulmonary  overexpansion 
with  a rather  characteristic  patchy  pneu- 


the  most  common  cause  of  neonatal  respi- 
ratory distress,  especially  in  infants  weigh- 
ing less  than  2000  grams.  The  characteristic 
radiographic  appearance  is  generalized  hazi- 
ness in  one  or  both  lungs  but  without  ex- 


Fig.  15.  Pulmonary  dysmaturity.  Chest  film  shows  the  characteristic  lacy  or  cyst-like 
appearance  of  the  lungs  with  generalized  overexpansion. 


monitis  which  is  usually  coarse  and  irregular 
in  distribution.  (Figure  17)  Included  in  this 
group  are  the  bacterial  pneumonias  of  the 
newborn  secondary  to  aspiration  of  infected 
amnionic  fluid. 

The  coarseness  of  the  parenchymal  lesions 
and  the  lack  of  homogeneity  helps  differen- 
tiate this  condition  from  hyaline  membrane 
disease.  Spontaneous  pneumothorax  and/or 


treme  overexpansion.  There  is  a finely  gran- 
ular pattern  which  may  be  noted  within  the 
first  hours  of  life  and  which  may  even  pre- 
cede the  more  obvious  clinical  manifesta- 
tions of  distress.  It  is  usually  uniform,  but 
may  be  more  pronounced  in  one  lung  or 
one  lobe.  The  air  filled  bronchial  tree  be- 
comes increasingly  well  seen  as  the  densities 
become  more  confluent.  Eventually  the 
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lungs  may  even  appear  completely  opaque. 
If  the  infant  survives,  radiographic  clearing 
may  occur  in  five  to  10  days.  (Figure  18) 


Fig.  16.  Pulmonary  venous  obstruction.  Chest  film  of  a 
patient  with  total  anomalous  venous  return  below  the 
diaphragm  showing  characteristic  venous  and  lymphatic 
engorgement  of  the  lungs. 

In  contrast  to  the  amnionic  aspiration  syn- 
drome, pneumomediastinum  and  pneumo- 
thorax are  rare  in  hyaline  membrane  disease. 


often  the  underlying  lesion  may  be  local- 
ized. Even  the  normal  chest  film  makes  a 
contribution  in  that  it  alerts  the  clinician 
to  an  extrathoracic  etiology  for  the  infants 
difficulty.  The  greatest  problems  in  diagno- 
sis are  those  with  areas  of  parenchymal 
opacity,  and,  in  these,  the  prenatal  and  peri- 
natal history  as  well  as  the  clinical  findings 
will  often  assist  in  the  diagnosis.  The  proper 
diagnosis  of  disease  states  in  this  latter  group 
are  frequently  not  immediately  apparent, 
and  serial  roentgenograms  may  be  necessary 
before  the  final  proper  diagnosis  can  be 
attained. 

The  chest  film  provides  a simple  and  di- 
rect approach  to  the  differential  diagnosis, 
and  we  believe  the  use  of  a classification  such 
as  the  one  proposed  here  will  provide  a 
rational  basis  for  such  diagnosis. 
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Major  Acute  Peripheral  Vascular  Injuries 


An  aggressive  diagnostic  approach 
to  major  acute  peripheral  vascu- 
lar injuries  is  strongly  indicated. 
Early  surgical  repair  of  all  major 
vascular  injuries  should  be  per- 
formed. Arteriography  and/or 
venography  are  sometimes  help- 
ful. 


SURGEONS  during  World  War  I,  with 
knowledge  of  the  pioneering  work  of 
John  B.  Murphy,  Alexis  Carrel,  and  Ru- 
dolph Matas,  attempted  sporadically  to  re- 
pair acutely  injured  major  vascular  struc- 
tures. Ligation,  however,  was  preferred 
and,  using  aseptic  techniques  and  thorough 
debridement,  clean  wound  healing  without 
the  ravages  of  secondary  hemorrhage  was 
common;  nevertheless,  amputation  followed 
all  too  often.  Numerous  late  repairs  of  false 
aneurysms  and  arteriovenous  fistulae  were 
done  in  cases  where  the  passage  of  time  and 
development  of  collateral  circulation  assured 
viability. 

Again,  in  World  War  II,  ligation  for 
acute  arterial  wounds  was  the  rule.  DeBakey 
and  Simeone  recorded  less  than  100  cases  of 
primary  arterial  repair  during  World  War 
II  and  thus,  the  amputation  rate  was  again 
high. 

Immediately  following  World  War  II 
vascular  surgery  progressed  markedly  with 
concomitant  improvement  in  blood  bank- 
ing, anesthesia,  antibiotics,  etc.,  thus  encour- 
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aging  a concerted  effort  during  the  Korean 
War  to  repair  the  acutely  wounded  artery 
in  practically  all  cases.  The  amputation  rate 
dropped  from  the  World  War  II  5 0%  to 
about  10%.  Jahnke  has  noted  that  the  suc- 
cessful arterial  repair  cases  from  the  Korean 
War  yielded  functional  recovery  and  not 
mere  viability  which  is  an  additional 
triumph. 

Figure  Number  1 shows  various  types  of 
fresh  injuries  to  large  blood  vessels.  The 
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vessel  can  be  severed,  lacerated,  perforated, 
contused,  fractured  or  just  spastic.  Better 
spontaneous  hemostasis  may  result  from  re- 
traction, spasm  and  thrombosis  within  the 
lumen  of  a completely  transected  artery. 
Lateral  lacerations  may  bleed  more  exten- 
sively since  retraction  of  the  arterial  wound 
edges  enlarge  the  opening. 

The  major  vessels  in  the  extremities  can 
be  damaged  by  either  penetrating  or  non- 
penetrating trauma.  The  injury  may  be 
inflicted  in  a number  of  different  ways  in- 
cluding puncture  wounds,  athletic  trauma, 
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pedestrian  trauma,  automobile  injuries,  etc. 
Iatrogenic  blood  vessel  damage  is  unfor- 
tunately on  the  rise.  As  cardiac  catheteri- 
zation, retrograde  Seldinger  aortography, 
dialysis,  extracorporeal  circulation,  anti- 
cancer perfusion,  and  major  surgical  under- 
takings are  increased,  there  are  more  and 
more  serious  vascular  injuries  reported. 

Morris,  Creech  and  DeBakey  emphasize 
that  civilian  practice  should  provide  more 
favorable  circumstances  for  primary  repair 
of  vascular  injuries  than  war  experience 
does.  Arterial  injuries  in  war  wounds  are 
often  associated  with  massive  destruction  of 
tissue  and  lengthy  time  intervals  between 
injury  and  repair.  However,  civilian  injuries 
can  often  present  difficult  problems  to  the 
surgeon  and,  as  pointed  out  by  Hershey  and 
Spencer,  the  increased  arteriosclerosis  in  a 
non-military  population  adversely  affects 
the  results. 

The  ultimate  prognosis  of  arterial  wounds 
depends  primarily  on  the  duration  of  ische- 
mia and,  therefore,  the  incidence  of  necessity 
for  amputation  increases  rather  precipi- 
tously after  about  nine  hours  of  ischemia. 
The  longer  the  flow  is  interrupted,  the  more 
clotting  occurs  in  the  distal  vessels.  Of 
course,  the  larger  the  soft  tissue  wound,  the 
greater  the  destruction  of  available  collateral 
circulation.  In  general,  lower  extremity 
arterial  injuries  are  more  apt  to  destroy 
viability  than  are  upper  extremity  arterial 
injuries  since  the  arms  have  better  collateral 
circulation. 

As  in  all  trauma,  severe  shock  worsens 
the  associated  wounds,  increases  chance  of 
infection,  and  devastates  the  vascular  prob- 
lem. 

Arterial  injury  must  be  suspected  when 
there  is  penetrating  trauma  near  a large 
artery.  Pulsatile  bleeding,  pulsating  hema- 
toma, or  distal  arterial  insufficiency  are 
obvious.  Signs  of  peripheral  ischemia  de- 
mand careful  evaluation  and  frequent  re- 
evaluation  of  pulses.  A high  index  of  sus- 
picion is  invaluable.  Arterial  insufficiency 
following  non-penetrating  trauma,  espe- 


cially orthopedic  injuries,  may  require  astute 
clinical  diagnostic  acumen. 

Arterial  ischemia  is  present  when  the 
distal  portion  of  the  extremity  is  cold,  pulse- 
less and  pale,  especially  when  this  is  asso- 
ciated with  loss  of  sensation. 

Arteriography  and/or,  to  a lesser  extent, 
venography  are  vitally  important  in  evalu- 
ation of  possible  major  vascular  injuries,  and 
failure  to  use  these  valuable  tools  may  result 
in  unnecessary  limb  loss.  This  point  cannot 
be  over  emphasized. 

Temporizing  measures  to  facilitate  diag- 
nosis are,  in  our  opinion,  virtually  useless. 
Therefore,  we  feel  that  sympathetic  nerve 
block  and  oscillometry  have  no  value  in  the 
diagnosis  of  major  acute  peripheral  vascular 
injury. 

Surgical  exploration  of  major  acute 
peripheral  vascular  injuries  is  indicated  ex- 
cept under  the  most  extenuating  circum- 
stances. Surgical  intervention  is  obviously 
needed  in  ischemic  extremities,  where  pul- 
sating masses  are  present,  where  external 
hemorrhage  is  present,  or  where  marked 
closed  hemorrhage  is  present. 

The  importance  of  the  level  of  arterial 
injury  must  be  stressed,  but  this  factor 
varies  with  the  condition  of  the  vessel.  For 
example,  a young  individual  with  normal 
vessels  having  sudden  cessation  of  flow  may 
have  a catastrophic  result,  where  a sudden 
traumatic  occlusion  of  a pre-existing  athe- 
rosclerotic vessel  which  has  been  narrowing 
progressively  over  a period  of  time  by  the 
sclerotic  process  may  produce  little  change 
because  of  the  active  collateral  circulation. 

Once  the  decision  to  operate  upon  an 
acutely  injured  vessel  has  been  reached,  there 
must  be  no  delay  since  rapid  restoration  of 
arterial  supply  minimizes  residual  damage. 
Blood  transfusions  are  given  as  needed  and 
accompanying  injuries  appropriately  man- 
aged. Rarely  are  proximal  tourniquets  re- 
quired and  generally  a temporary  compres- 
sion dressing  is  satisfactory. 

Adequate  incision  for  wide  exposure  is 
vital  and  affords  proximal  and  distal  vas- 


Volume  95,  November,  1968 


671 


cular  control  facilitating  the  appropriate 
repair. 

Figure  Number  2 shows  that  the  surgical 
treatment  can  either  be  end-to-end  anasto- 
mosis, suture  repair,  patch  graft  repair,  vein 
graft  replacement  or  prosthetic  graft  re- 
placement. 
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Fig.  2 

In  most  venous  wounds  ligation  only  is 
still  performed,  particularly  to  prevent 
post-repair  thromboembolic  phenomena. 
However,  if  possible,  critical  veins  such  as 
the  popliteal  and  axillary,  should  be  pri- 
marily repaired  just  as  important  arteries. 

Of  course,  definitive  concomitant  ortho- 
pedic and  neurosurgical  management  is  of 
the  utmost  importance.  Orthopedic  stabili- 
zation of  the  extremity  is  vital.  Skin  cov- 
erage is  essential.  We  disagree  strongly 
with  Brown  and  Brown,  who  advocate 
routine  delayed  repair  of  injured  nerves; 
and  in  the  usual  clean,  civilian  case  prefer 
primary  nerve  reconstruction,  usually  by 
end-to-end  nerve  anastomosis.  Routine  use 
by  the  surgeon  of  a magnifying  eyepiece 
facilitates  this  nerve  surgery  technically. 

Bleeding  and  swelling  with  a closed  fascial 
space,  such  as  the  lateral  compartment  of 
the  leg,  may  increase  pressures  sufficiently  to 
compress  the  remaining  uninjured  vessels 
and  cause  tissue  necrosis.  Adequate  fasci- 
otomy  relieves  this  pressure. 

Prior  to  completion  of  vascular  recon- 
struction all  proximal  clots  can  be  extracted 


from  the  artery  with  relative  ease.  The 
distal  artery  should  be  perfused  with  a dilute 
heparin  solution  and  any  clots  can  be  re- 
moved either  by  the  use  of  a Fogarty  cathe- 
ter passed  distally  from  the  site  of  injury 
or  by  retrograde  flushing  of  the  vessel  with 
sterile  saline  through  a more  distal  arteri- 
otomy  as  recommended  by  Crawford  and 
DeBakey.  Failure  to  remove  these  clots  may 
compromise  an  otherwise  successful  repair. 
The  Fogarty  catheter  has  proved  to  be  a 
tremendous  advance  in  vascular  surgery. 

At  the  completion  of  surgical  repair,  it 
is  important  to  re-evaluate  the  operating 
room  result  and  if  restoration  of  adequate 
vascular  supply  is  incomplete,  arteriography 
and/or  venography  merits  consideration. 
Arteriospasm  is  usually  not  a major  factor 
in  surgical  failure  and  sympathectomy  seems 
of  little  value.  Therefore,  major  attention 
is  devoted  to  the  mechanical  aspects  of  res- 
toration of  flow  rather  than  to  the  chemical 
and  neurogenic  elements  of  the  problem. 
Without  jeopardizing  the  patient’s  total 
overall  picture,  it  is  wise  to  pursue  the  vas- 
cular surgery  to  a successful  end  at  the  time 
of  the  original  procedure. 

Postoperatively,  broad  spectrum  anti- 
biotics are  aimed  routinely  against  a mixed 
bacterial  flora  and  our  preference  is  simply 
"Penicillin”  and  "Streptomycin”.  The  de- 
velopment of  infection  in  a wound  with  a 
vascular  repair  threatens  catastrophe.  Occa- 
sionally, aggressive  re-debridement,  trans- 
position of  flaps,  local  irrigation  with  anti- 
biotics, etc.,  affords  salvage  of  limb;  but  the 
ideal  is,  of  course,  prophylaxis. 

Anticoagulants  are  usually  not  needed 
following  vascular  reconstruction  because  of 
the  possibility  of  development  of  hematoma, 
and  the  detrimental  effect  on  associated 
injuries.  Occasionally,  anticoagulants  are 
warranted  to  decrease  chances  of  venous 
thromboembolic  phenomena.  Low  molecular 
weight  dextran  probably  has  little  value. 

A successful  arterial  repair  does  not  allow 
the  surgeon  to  relax  strict  care;  for  later 
thrombosis  always  is  a threat.  Neeley’s  group 
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stresses  aggressive,  immediate  re-exploration 
of  the  artery  as  justified  if  signs  of  ischemia 
subsequently  re-appear. 

Good  general  supportive  care  with  main- 
tenance of  blood  volume,  etc.,  is  essential 
routinely.  If,  during  the  postoperative  pe- 
riod, there  is  evidence  of  excessive  edema  in 
subfascial  closed  compartments,  then  fas- 
ciotomy  might  be  indicated  and  done 
promptly. 

Of  course,  false  aneurysms  and  arterio- 
venous fistulae  may  follow  fresh  vascular 
injuries  requiring  appropriate,  timely  surgi- 
cal management. 

Illustrative  selected  cases  treated  with 
local  orthopedists  and  neurosurgeons  are 
shown  herewith: 

Case  1. — /./.  This  43 -year-old  white  male 
sustained  a fall  from  about  40  feet  while  at 
work  on  February  3,  1964.  Appropriate 
hospital  evaluation  revealed  compound, 
comminuted  fracture  of  distal  right  femur, 


of  about  a half  inch  of  artery  was  carried 
out  and  an  end-to-end  superficial  femoral 
arterial  anastomosis  was  performed,  (see 
drawing  No.  1)  A femoral  arteriogram 
showed  that  there  were  no  further  sig- 
nificant arterial  injuries  below  the  point  of 
anastomosis,  (see  x-ray  No.  1)  Orthopedic 
stabilization  was  then  done.  The  postopera- 
tive course  was  lengthy  to  afford  orthopedic 
care,  but  no  vascular  problems  occurred.  A 
good  functioning  right  leg  has  resulted. 

Case  2. — J.H.  This  21 -year-old  white 
male  was  hurt  by  an  automobile  accident 
on  May  11,  1963,  and  hospital  evaluation 
elsewhere  revealed  multiple  contusions  and 
abrasions,  scalp  lacerations,  severe  head  in- 
jury with  cerebral  contusion  and  fracture- 
dislocation  of  the  right  knee  area  with  ische- 
mic right  foot.  The  scalp  lacerations  were 
sutured,  the  fracture-dislocation  of  the  right 
knee  area  was  reduced,  x-rayed  (see  x-ray 
No.  2 and  No.  2a)  and  splinted;  and  he  was 


Drawing  No.  1 and  x-ray  No.  1 


compound  comminuted  fracture  of  proxi- 
mal right  tibia  and  fibula,  massive  soft  tissue 
injury  to  entire  right  lower  extremity  with 
several  large  avulsed  areas  and  ischemic  right 
leg.  After  adequate  shock  therapy,  he  was 
given  general  anesthesia  and  the  right  lower 
extremity  was  debrided  and  irrigated.  Sur- 
gical exploration  of  the  right  upper  thigh 
showed  a traumatic  thrombosis  of  the  right 
superficial  femoral  artery  with  the  intima 
torn  and  obstructing  the  artery.  A resection 


transferred.  On  admission,  there  was  definite 
severe  ischemia  of  the  right  foot,  so  general 
anesthesia  was  given  and  exploration  of  the 
right  popliteal  space  revealed  considerable 
soft  tissue  trauma  with  a complete  trau- 
matic transection  of  the  right  popliteal 
artery.  An  end-to-end  popliteal  arterial 
anastomosis  was  successfully  accomplished, 
(see  drawing  No.  2)  The  orthopedic  sur- 
geon found  no  need  for  surgical  repair  of 
the  knee  joint.  The  postoperative  right  foot 
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pulses  were  excellent  and  no  vascular  diffi- 
culty ensued  although  the  re-establishment 
of  good  right  knee  function  was  slow  as  the 
neurosurgical  head  trauma  gradually  re- 
solved. 

Case  3. — J.M.B.  This  44-year-old  white 


intima  flap  was  tacked  down.  A left  saph- 
enous vein  patch  graft  was  inserted  to  main- 
tain an  adequate  lumen  as  arteriotomy  clo- 
sure was  done  (see  drawing  No.  3).  The 
postoperative  course  was  essentially  un- 
eventful with  complete  recovery. 


X-ray  No.  2,  2A  and  Drawing  No.  2 


female  had  no  background  of  leg  arterial 
insufficiency.  She  was  involved  in  an  auto- 
mobile accident  on  December  2,  1966,  and 
soon  thereafter  hospitalized  with  evidence 
of  lower  abdominal  and  pelvic  contusion 
with  acute  ischemia  of  the  entire  right  lower 
extremity.  A translumbar  aortogram  showed 
complete  occlusion  of  the  right  common 
iliac  artery  with  good  left  leg  outflow  pat- 
tern (see  x-rays  No.  3 and  3a).  A delayed 
pyelogram  film  showed  no  gross  urological 
injury.  After  appropriate  shock  treatment, 
general  anesthesia  was  given  and  laparotomy 


Case  4. — W.J.  This  42-year-old  white 
male  was  involved  in  an  automobile  accident 
on  February  15,  1964,  and  orthopedic  ad- 
mission revealed  right  knee  lateral  tibial 
plateau  fracture  (see  x-ray  No.  4),  which 
was  treated  surgically  with  open  reduction 
and  internal  fixation  of  the  right  lateral 
tibial  plateau  fracture.  Ffowever,  during 
the  orthopedic  surgery,  severe  bleeding  en- 
sued from  the  depth  of  the  operative  wound, 
so  the  patient  was  turned  over  and  the  pop- 
liteal vascular  structures  explored.  An  iatro- 
genic complete  severance  of  the  popliteal 


X-ray  No.  3,  3A  and  Drawing  No.  3 


revealed  a relatively  mild  contusion  of  the 
right  psoas  muscle  area  with  complete  oc- 
clusion of  the  right  common  iliac  artery 
secondary  to  a fractured  atherosclerotic 
plaque.  A thromboendarterectomy  of  the 
right  common  iliac  artery  was  carried  out 
down  to  the  bifurcation  where  the  distal 


artery  with  adjacent  small  laceration  of  the 
popliteal  vein  was  found  and  repaired  (see 
drawing  No.  4).  The  postoperative  course 
was  entirely  uneventful  both  from  a vas- 
cular and  orthopedic  standpoint. 

Case  5. — M.S.O.  This  14-year-old  white 
male  was  struck  by  an  automobile  while 
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riding  his  bicycle  on  May  4,  1965.  Hospital 
examination  showed  fractured  right  femur 
with  massive  hematoma  of  the  right  thigh, 
compound  comminuted  fracture  right  tibia 
and  fibula,  closed  simple  fracture  left  radius 
and  ulna,  multiple  contusions  and  abrasions, 
and  mild  cerebral  concussion.  After  ade- 
quate shock  therapy,  it  was  noted  that  the 
massive  hematoma  of  the  right  thigh  was 


jured  her  left  popliteal  area  with  a mild 
contusion.  She  was  hospitalized  four  months 
later  in  December,  1960,  with  a left  upper 
popliteal,  pulsatile  mass.  X-rays  (see  x-ray 
No.  6)  showed  erosion  of  the  posterior  low- 
er femur.  Left  femoral  arteriogram  showed 
a probable  false  aneurysm  of  the  left  upper 
popliteal  artery  (see  x-ray  6a).  Under 
epidural  and  light  general  anesthesia  left 
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X-ray  No.  4 and  Drawing  No.  4 


rapidly  expanding  in  the  presence  of  very 
weak  right  foot  pulses,  so  general  anesthesia 
was  given  and  right  open  femoral  arterio- 
gram was  done  (see  x-ray  No.  5 and  5a). 
This  showed  no  serious  arterial  injury  to  the 
right  lower  extremity;  therefore,  the  hema- 
toma was  evacuated  and  the  right  lower  su- 
perficial femoral  vein  was  explored  and 
found  to  be  75%  transected  and  this  was 
repaired  (see  drawing  No.  5).  The  postop- 


popliteal  space  surgical  exploration  revealed 
a false  aneurysm  of  the  left  upper  popliteal 
artery  which  was  subtotally  removed  and  a 
small  tear  in  the  artery  was  repaired  (see 
drawing  No.  6).  The  postoperative  course 
was  uneventful  with  good  foot  pulses,  but 
the  patient  has  had  minimal  chronic  edema 
of  the  left  lower  extremity  easily  controlled 
medically  and  thought  to  be  due  to  low 
grade  venous  insufficiency. 


X-ray  No.  5,  SA  and  Drawing  No.  5 


erative  vascular  surgical  course  was  totally 
uneventful  while  the  orthopedic  recovery 
was  prolonged,  but  ultimately  complete. 

Case  6. — A.G.  This  15 -year-old  white 
female  fell  from  a curb  and  minimally  in- 


Case  7. — K.S.F.  This  17-year-old  white 
female  was  involved  in  an  automobile  acci- 
dent in  July,  1963,  and  admitted  to  the 
hospital  with  90%  complete  amputation  of 
the  right  arm  through  the  right  lower  axilla. 
The  mild  shock  was  treated  and  admission 
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x-rays  showed  nothing  especially  remark-  given  and  the  right  upper  extremity  was 
able,  except  for  a green-stick  fracture  of  carefully  debrided,  irrigated  and  surgically 
the  ’ right  radius.  General  anesthesia  was  treated.  A complete  transection  of  all  the 


X-ray  No.  6,  6A  and  Drawing  No.  6 
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Drawings  7A,  B,  C,  D and  E 
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structures  of  the  right  upper  brachial  area 
except  for  a bridge  of  lateral  head  of  the 
triceps  muscle  and  overlying  skin  and  sub- 
cutaneous tissue  was  found  (see  drawing 
No.  7a).  An  end-to-end  anastomosis  of  the 
right  brachial  artery  was  easily  completed. 
An  end-to-end  anastomosis  of  each  of  the 
two  major  brachial  veins  was  carried  out 
with  an  anastomosis  of  the  cephalic  vein 


quite  slow,  but  persistent  physiotherapy  was 
given  and  ultimately  a satisfactory  result 
was  obtained  (see  Photo  No.  1 through 
Photo  No.  6).  These  1967  photographs  with 
emphasis  on  nerve  function,  show  that  the 
patient  has  regained  reasonable  use  of  the 
right  upper  extremity  and  certainly,  func- 
tionally, is  more  desirable  than  amputation 
and  prosthesis. 


Photos  No.  1,  2,  3,  4,  5,  6 


also  (see  drawing  No.  7b).  The  radial, 
median,  ulnar,  and  musculocutaneous  nerves 
were  individually  carefully  trimmed  and 
sutured  end-to-end  with  aid  of  the  magni- 
fying eyepiece  (see  drawing  No.  7c).  The 
divided  biceps,  brachialis,  coracobrachialis 
and  partially  divided  triceps  muscles  were 
repaired  (see  drawing  No.  7d).  The  skin 
and  subcutaneous  tissue  was  loosely  closed 
with  drainage  (see  drawing  No.  7e).  Fol- 
lowing this  extensive  anatomical  repair,  the 
multiple  less  significant  lacerations  of  the 
forearm,  flexor  surface  of  the  wrist,  hypo- 
thenar  area  and  tips  of  the  right  little  and 
ring  fingers  were  repaired.  A bulky  dress- 
ing was  applied  to  the  right  upper  extrem- 
ity with  plaster  splinting  for  maintenance 
in  the  position  of  function.  The  hospital 
postoperative  course  was  amazingly  un- 
eventful with  persistence  of  good  right  arm 
arterial  pulsations  and  no  evidence  of  sig- 
nificant venous  or  lymphatic  insufficiency. 
The  subsequent  neurological  recovery  was 


Summary 

Major  peripheral  vascular  injuries  in  civil- 
ian life  are  usually  associated  with  other 
trauma,  especially  orthopedic  and  neuro- 
surgical. Careful  clinical  evaluation  should 
often  be  supplemented  by  arteriogram  and  / 
or  venogram.  Immediate  surgical  repair  of 
all  major  vascular  wounds  is  required  except 
under  the  most  extenuating  circumstances. 
The  basic  techniques  are  suture  repair,  end- 
to-end  anastomosis,  graft  replacement  and 
bypass  graft.  Post-repair  considerations  in- 
clude arteriogram,  venogram,  thoracic  or 
lumbar  sympathectomy  and  anticoagulants. 
Representative  cases  are  presented  with  ap- 
propriate illustrations.  One  case  illustrates 
"reimplantation”  of  a 90%  amputation  of 
the  upper  extremity. 
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Iiaj  uries  of  the  Upper  Gastrointestinal  Tract 
Due  to  Drinking  “Battery  Acid'’ 


A Case  Presentation  in  An  American  Indian 


Ingestion  of  battery  acid  caused 
severe  injury  to  esophagus  and 
stomach  but  treatment  teas  suc- 
cessful. A therapeutic  routine  for 
such  cases  is  presented. 


ATTERY  ACID”,  usually  a mixture 
of  sulfuric  acid  and  nitric  acid,  like 
any  other  acid  may  injure  any  part  of  the 
upper  gastrointestinal  tract.  Jackson  and 
Jackson  noted  that  "chemical  caustics”,  such 
as  storage  battery  solutions,  are  sometimes 
swallowed  by  children  or  by  intoxicated  per- 
sons.1 Although  the  injuries  from  acid  may 
be  the  same  as  that  of  lye  or  other  bases,  it 
is  more  likely  to  affect  the  stomach  than  are 
the  alkaline  chemicals.  One  reason  for  the 
difference  in  the  injuries  of  acids  as  com- 
pared to  alkalis  is  the  fact  that  alkaline 
substances  may  not  even  reach  the  stomach 
since  alkalis  cause  so  much  spasm  of  esopha- 
gus on  contact  with  the  esophagus."  Acids, 
on  the  other  hand,  cause  spasm  of  the  stom- 
ach musculature  and  the  non-neutralized 
acid  is  then  contained  in  the  stomach  long 
enough  to  cause  significant  damage." 

It  is  felt  that  the  course  of  events  in  the 
following  case  presentation  helps  to  serve 
as  a reminder  of  the  somewhat  different 
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injuries  that  occur  from  acid  burns  of  the 
upper  gastrointestinal  tract  as  compared  to 
alkaline  injuries. 

Case  Presentation 

This  30  year  old  Navajo  male  was  first 
admitted  to  the  U.S.P.H.S.  Indian  Hospital, 
Gallup,  New  Mexico,  on  February  11,  1963, 
with  chief  complaint  of  difficult  in  swallow- 
ing for  three  weeks  duration.  About  three 
weeks  prior  to  current  admision  on  January 
15,  1963,  patient  and  his  wife  had  an  alter- 
cation. Because  of  the  fight  and  various 
problems  related  to  his  marriage  he  at- 
tempted to  commit  suicide  by  swallowing 
"battery  acid”  (presumably  sulfuric  acid 
and  nitric  acid).  He  subsequently  lost  his 
voice  and  had  been  admitted  to  another 
hospital  where  he  was  maintained  on  intra- 
venous fluids.  Subsequently  the  patient  had 
regained  his  voice  and  had  become  able  to 
swallow  a small  amount  of  liquids,  though 
he  had  a great  deal  of  difficulty  with  most 
of  his  sputum. 

Physical  examination  on  admission  to  this 
hospital  revealed  him  to  be  a thin,  asthenic 
male  in  no  acute  distress  but  with  moder- 
ately depressed  appearance.  Height  5'  6", 
weight  105  1/2  pounds,  B.P.  110/80,  T. 
98J,  P.  78,  R.  18.  Barium  swallow  revealed 
two  strictures  of  the  esophagus.  (Fig.  1) 

Subsequent  Course : On  February  15, 
1963,  a gastrostomy  was  done.  At  operation 
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a necrotic  cast  of  the  stomach  mucosa  was 
removed. 


Fig.  1.  Esophagram  shortly  after  admission  to  the  referral 
hospital  revealing  a stricture  at  the  esophagogastric 
junction — one  of  two  strictures  present. 


Post-gastrostomy,  the  patient  did  well 
except  that  the  patient  had  progressive  dif- 
ficulty in  taking  feedings  through  the  gas- 
trostomy tube.  An  upper  G.I.  series  was 
done  which  revealed  strictures  in  both  the 
upper  and  lower  portion  of  the  esophagus 
and  a complete  stenosis  at  the  pylorus.  The 
patient  was  maintained  on  intravenous  fluid 
and  on  March  19,  1963,  he  underwent  a 
celiotomy  and  gastrojejunostomy.  Post- 
operatively,  the  patient  did  very  well,  took 
food  well  and  was  placed  on  a 2,000  calorie, 
tube-feeding  diet.  He  was  then  started  on 
a program  of  progressive  dilatation  of  his 
stricture  from  above  utilizing  French  woven 
bougies. 

The  patient  was  discharged  on  April  8, 
1963.  He  had  a cord  passed  at  the  Bataan 
Hospital,  Albuquerque,  New  Mexico,  in 
April,  1963  to  facilitate  the  less  dangerous 
retrograde  dilatations.  He  returned  to  U.S. 
P.H.S.,  Gallup,  New  Mexico,  for  subsequent 
dilatation  and  esophagoscopies.  After  his 


return  his  esophageal  stricture  was  treated 
with  multiple  esophageal  dilatation  initially 
using  Tucker  retrograde  dilators.  By  April 
29,  1963,  at  esophagoscopy,  the  stricture  at 
the  level — 5 cm.  below  the  Cricopharyn- 
geous  was  still  marked.  By  September  13, 

1963,  the  Tucker  #32  dilator  was  passed 
without  incident.  However,  on  January  6, 

1964,  there  was  still  some  narrowing  noted 
at  the  stricture  site  near  the  cardiac  orifice. 
On  April  2 5,  1963,  he  was  started  on  the 
Hurst  dilator  and  by  March  18,  1964,  he 
was  swallowing  size  #38  and  #40. 

The  patient  was  last  seen  in  Thoracic  Sur- 
gery Clinic  in  May  18,  1964,  at  which  time 
he  admitted  not  passing  the  dilators  any 
longer  on  his  own;  however,  on  that  date 
the  #3  8 and  #40  Hurst  bougies  were 
passed  without  difficulty.  He  was  supposed 
to  return  in  one  month  for  repeat  esopha- 
goscopy which  he  did  not  do.  However,  he 
did  return  to  Orthopedic  Clinic  on  Septem- 
ber 20,  1966,  at  which  time  he  had  no  com- 
plaints relative  to  his  gastrointestinal  tract. 

Discussion 

The  fact  that  this  patient  had  evidence 
of  a stricture  three  weeks  after  the  ingestion 
of  acid  is  consistent  with  the  report  of  one 
author  that  strictures  may  begin  early  with- 
in two  or  three  weeks  after  injury.3  Al- 
though it  has  been  noted  by  Tucker,  et  al., 
that  acids,  as  a rule,  are  less  damaging  to  the 
squamous  mucosa  than  alkalis,  it  would 
appear  in  this  case  that  the  acid  was  suffi- 
ciently strong  to  damage  not  only  the  esoph- 
agus severely  in  two  areas  but  also  (as  is 
frequently  the  case)  to  damage  the  mucosa 
of  the  stomach  as  evidenced  by  the  large 
amount  of  necrotic  material  that  came  out 
of  the  stomach  at  gastrostomy.2  Also,  this 
patient  had  deeper  than  minimal  injury  as 
evidenced  by  the  stricture  of  the  esophagus 
and  pylorus.  In  fact,  he  was  probably  for- 
tunate not  to  have  had  a perforation  of  the 
stomach  in  view  of  the  adhesions  noted  at 
the  time  of  gastrojejunostomy,  especially 
since  perforation  of  the  stomach  may  be  a 
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complication  of  acid  indigestion.2  This  case 
falls  in  that  group  of  patients  with  pyloro- 
stenosis  due  to  acid  described  by  Gray  and 
Holmes.  They  note  "that  20%  of  the  pa- 
tients experienced  esophageal  stricture  as 
well.” 2 Other  than  perforation  of  the 
stomach,  complications  from  ingestion  of 
acids  include  stomatitis,  esophageal  stricture, 
stricture  of  the  pylorus,  peritonitis,  chronic 
disability,  and  perhaps  even  death. 

Current  thinking  in  regard  to  a patient 
with  a probable  ingestion  of  acid  who  arrives 
early  in  his  course  for  care  at  a particular 
hospital  includes  the  following: 

( 1 ) Keeping  caustics  out  of  reach  of 
children  or  mentally  disturbed  pa- 
ients. 

(2)  Assurance  of  an  airway.4,5 

(3)  Expeditious  history  and  physical. 

(4)  Consideration  of  the  administration 
of  neutralizing  subtances.  ’ The  word 
"consideration”  is  used  here  since 
some  writers  feel  that  neutralization 
should  not  be  attempted  because  the 
noxious  substance  may  be  vomited 
with  further  burn  of  the  esophagus 
and/or  perforation  from  the  process 
of  vomiting.1' 

( 5 ) Early  esophagoscopy  — within  48 
hours'1 — discharge  if  not  burned. 

(6)  Passage  of  a string  for  Plummer 
dilatations  if  there  is  any  suggestion 
that  the  burn  is  more  than  superfi- 
cial.' 

(7)  Administration  of  steroids,6  and  an- 
tibiotics if  indicated  at  esophagos- 
copy. Certainly  antibiotics  should  be 
continued  as  long  as  the  patient  is 
on  steroids.3 

(8)  Upper  gastrointestinal  series. 

(9)  Depending  on  the  location  of  the 
stricture,  and  the  degree  of  strictur- 
ing,  gastrostomy8  and/or  gastroje- 
junostomy may  be  indicated. 

Although  the  authors  recognize  the  ad- 
vantage of  the  early  use  of  the  Plummer 
dilator  (passing  a dilator  antigrade  over  a 


previously  swallowed  string)  in  primary 
cases,  when  there  is  delay  in  the  patient’s 
arrival  at  the  point  of  definitive  therapy  the 
retrograde  method  of  dilating  an  esophageal 
stricture  appears  to  be  the  safest.  Once  the 
stricture  has  been  dilated  to  a significant 
size  then  the  dilatations  can  be  continued 
by  another  comparatively  safe  method  using 
the  Hurst  dilators. 

Conclusion 

It  should  be  rememberd  that  not  all  peo- 
ple with  esophageal  burns  (roughly  10%) 
have  burns  of  the  mouth  and  lips.6  Early 
esophagoscopy,  treatment  with  antibiotics 
and  steroids  as  indicated  by  the  findings  at 
esophagoscopy,  and  the  passage  of  a string 
for  Plummer  dilators  is  the  treatment  of 
choice'  of  acid  burn  of  the  upper  gastro- 
intestinal tract. 

When  the  patient  arrives  late,  the  stric- 
ture of  the  esophagus  may  be  more  safely 
treated  by  retrograde  dilatation  after  proper 
evaluation  by  careful  esophagoscopy  and 
upper  gastrointestinal  series. 

If  pyloric  stricture  is  present,  as  is  likely 
in  the  case  of  acid  ingestion,  other  pro- 
cedures as  gastrojejunostomy,  etc.,  may  be 
required. 

Summary 

A case  presentation  has  been  made  relative 
to  injuries  of  the  upper  gastrointestinal  tract 
due  to  drinking  "battery  acid”.  The  injuries 
resulted  in  two  strictures  of  the  esophagus, 
and  one  at  the  pylorus.  The  successful  treat- 
ment has  been  reported.  A suggested  thera- 
peutic routine  for  such  cases  is  presented. 
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Correlation  Between  Emotional  Disorder  and 
Facial  Nerve  Palsy 


FATHY  A.  ABDOU,  M.D. 
JOHN  I.  MOORE,  JR.,  MSSW 
Norfolk,  Virginia 


Recurrent  Bell’s  Palsy  occurs 
amid  circumstances  that  suggest  a 
psychic  etiology. 

RS.,  A 13 -YEAR-OLD  white  girl  was 
• referred  to  this  Center  by  the  fam- 
ily physician  for  psychiatric  examination 
of  a recurrent  condition  characterized 
by  left  facial  paralysis  and  depression.  She 
had  the  first  attack  in  1963,  approximately 
a year  after  her  father’s  death.  On  the 
anniversary  of  his  death — approximately 
yearly  around  Eastertime — she  suffers  a re- 
currence. The  facial  palsy  was  a definite 
nerve  paralysis  as  diagnosed  by  competent 
neurologists  and  neurosurgeons.  However, 
the  physicians  treating  her  for  the  paralysis 
felt  that  there  was  an  emotional  overlay 
which  might  be  contributory  or  aggravating 
or  might  even  be  of  etiological  significance. 

R.  was  hospitalized  and  received  physical 
therapy  for  about  two  months.  The  next 
year,  the  condition  reappeared  about  the 
same  time  of  the  year.  Treatments  were 
again  started  to  relieve  the  paralysis  and  to 
strengthen  the  nerve  and  muscles  in  her  neck 
and  face.  With  this  second  occurrence  of 
the  palsy  and  its  significant  timing,  the  child 

Abdou,  Fathy  A.,  M.D.,  Director  of  Child  Guid- 
ance Division,  The  Mental  Health  Center  of  Norfolk 
& Chesapeake. 

Moore,  John  I.,  Jr.,  Psychiatric  Social  Worker. 


was  referred  to  a psychologist  who  admin- 
istered a Rorschach  personality  projective 
test.  This  test  indicated  guilt  over  the  loss 
of  the  father. 

After  the  death  of  the  father,  the  family 
moved  to  another  location  and  began  to 
have  frequent  contacts  with  an  uncle.  R. 
began  to  see  in  this  man  many  aspects  of 
her  relationship  with  her  father  and  began 
to  have  frequent  contacts  and  social  outings 
with  him.  She  began  to  see  in  this  man  his 
taking  the  place  of  her  father.  During  this 
time,  she  had  a remission  of  the  paralysis 
and  no  physical  symptoms  were  present.  She 
seemed  to  be  getting  along  satisfactorily. 
Unfortunately,  around  Easter  in  1964,  the 
uncle  was  suddenly  afflicted  with  a heart 
attack  and  immediately  died.  For  the  second 
time,  she  suffered  a great  sense  of  loss,  as 
this  brought  back  memories  of  her  father. 
She  became  depressed  and  the  left  facial 
paralysis  again  appeared  in  full  clinical  pic- 
ture. In  1963,  the  first  phase  of  the  paraly- 
sis lasted  for  nineteen  days  with  complete 
return  of  function.  In  1964,  the  paralysis 
lasted  for  sixteen  days  and  she  was  treated 
again  with  the  same  measures.  In  1965,  she 
was  not  afflicted  with  the  paralysis  and 
showed  no  signs  of  being  ill.  In  1966,  the 
family  moved  to  this  area  and  a relationship 
was  formed  with  an  elderly  relative  that 
could  be  characterized  as  a substitute  father 
relationship.  These  contacts  were  very 
meaningful  to  her,  as  she  began  to  feel  once 
again  that  she  had  found  someone  to  be  close 
to.  This  elderly  relative  moved  in  with  the 
family  and  lived  for  two  and  a half  months. 
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The  second  father  substitute,  strangely 
enough  died  in  November  1966.  This 
brought  back  memories  to  her  and  at 
Eastertime  of  1967,  the  Bell’s  Palsy  returned 
and  once  again  afflicted  the  left  side  of  the 
patient’s  face  with  the  full  clinipal  picture 
being  evident. 

It  should  be  noted  that  the  first  two 
deaths — that  of  the  father  and  the  uncle — 
occurred  during  the  Easter  Season  and  that 
the  patient’s  paralysis  appeared  shortly 
thereafter.  With  the  death  of  the  elderly 
relative  in  1966,  there  was  no  immediate 
sign  of  paralysis  and  the  clinical  picture  did 
not  appear  in  full  until  Eastertime  1967. 
One  could  only  say  that  the  recurrence  ap- 
peared on  the  anniversary  of  the  father’s 
death  and  entertain  some  psychodynamic 
formulations  pertinent  to  the  situation. 
Speculations  for  psychological  reasons  will 
be  stated.  One  psychological  explanation 
is  that  the  patient  feels  that  in  some  manner 
she  is  responsible  for  the  death  of  the  three, 
and  for  this  reason  fears  having  close  con- 
tact with  others,  somehow  believing  that 
they,  too,  will  be  taken  away  from  her  if 
she  gets  too  close  to  them.  During  these 
depressive  phases,  she  became  guilt-ridden 
with  her  left  face  paralyzed  and  withdrew 
from  school. 

Psychological  testing  administered  in  Au- 
gust, 1967,  during  the  time  of  remission, 
indicated  a Verbal  I.Q.  of  91,  Performance 
I.Q.  96,  and  a Full  Scale  I.Q.  of  93.  Al- 
though she  did  well  on  Comprehension, 
Similarities,  Vocabulary,  Picture  Arrange- 
ment, and  Coding,  her  scores  were  quite  low 
on  the  other  sub-tests.  Her  Bender  figures 
were  satisfactory,  her  figure  drawing  was 
a stick  figure  showing  evasiveness  and  dis- 
taste for  interpersonal  relationships.  Her 
Rorschach  contained  numerous  human  de- 
tail responses,  but  no  human  responses.  The 
psychologist  administering  the  battery  of 
tests  interpreted  that  there  could  be  an  in- 
cipient schizophrenic  reaction. 

R.  S.  and  her  sister,  L.  S.,  were  adopted 
at  five  and  a half  months  by  their  parents. 


The  girls  are  twins,  but  not  identical.  The 
twin  sisters  were  informed  at  an  early  age 
they  were  adopted.  R.  is  viewed  by  the 
mother  as  being  a very  affectionate  child, 
and  yet,  at  times  she  has  an  independent 
streak  of  wanting  to  do  things  her  own  way 
and  wanting  to  be  her  own  self  completely 
separate  from  others.  At  times  she  is  quite 
fidgety  with  both  the  sister  and  the  mother. 
She  has  spells  of  picking  at  the  sister  and 
saying,  "Things  always  happen  to  me.  Why 
can’t  they  happen  to  others?”  She  likes 
sympathy  and  plays  her  illness  to  the  hilt 
so  that  the  mother  really  never  knows 
whether  to  pay  a lot  of  attention  to  her 
complaints  or  to  pass  them  off  as  unimpor- 
tant. R.  seems  to  like  to  eat  more  than  is 
normal  and  has  gained  much  weight,  es- 
pecially during  this  year.  She  accuses  her 
mother  of  being  closer  to  her  twin  sister 
than  to  her.  At  times  of  disagreements,  R. 
requests,  "I  want  my  father  back,  I want 
my  father  back.”  If  L.  S.  shows  any  affec- 
tion towards  the  mother,  the  patient  resents 
it  noticeably  and  immediately  gets  up  and 
duplicates  the  act  as  performed  by  her  sister. 
This  behavior  is  indicative  of  sibling  rivalry, 
in  effect,  trying  to  gain  the  mother’s  atten- 
tion and  approval.  The  patient  seems  to  an- 
tagonize the  situations  when  arguments  arise 
and  enjoys  getting  her  twin  upset  over  minor 
things.  This  could  possibly  be  viewed  as 
beginning  sadistic  trends  towards  her  sister. 
However,  the  mother  reports  that  in  times 
of  stress  or  family  crisis,  the  three  combine 
interests  and  stand  up  for  one  another.  The 
mother  firmly  stated  her  belief  in  fair  and 
strict  discipline,  feeling  that  it  was  a show 
of  love  and  concern  for  her  daughters.  Each 
girl  is  given  definite  chores  around  the  house 
and  is  expected  to  perform  these  dutifully. 
When  they  are  not,  the  mother  reverts  to 
strict  discipline,  such  as  sending  the  girls 
to  their  room  or  standing  over  them  as  they 
perform  their  chores.  The  mother  feels  that 
in  respect  to  her  discipline,  the  girls  some- 
times push  her  to  see  if  she  means  business 
and  that  R.,  when  disciplined,  will  become 
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more  rebellious  verbally  and  sticks  her  nose 
up  in  the  air. 

R.  is  behind  one  year  in  school  and  will 
be  in  the  seventh  grade  in  the  fall.  She  has 
had  to  be  called  down  by  the  teachers  for 
being  disrespectful  at  times  but  seems  to 
perform  in  the  average  range  in  regards  to 
her  lesson  assignments.  This  appears  to  be 
consistent  throughout  the  years  of  school- 
ing. 

Because  of  the  patient  having  been 
adopted  at  five  and  a half  months,  the 
mother  is  not  sure  of  the  conditions  of  her 
conception,  pregnancy  and  delivery.  How- 
ever, she  did  know  that  R.  was  a premature 
infant.  As  an  infant,  the  patient  is  re- 
ported to  have  had  a hard  time  in  focusing 
her  eyes  and  could  not  sit  up  too  well. 
Therefore,  she  was  not  played  with  as  much 
as  the  other  child.  For  this  reason,  the 
mother  feels  that  later  on  she  gave  extra 
attention  to  R.  The  patient  would  not  take 
her  milk  unless  it  was  fed  to  her  by  her 
mother.  At  other  times,  she  would  spit  the 
milk  up  and  cry  and  fuss.  The  mother  was 
not  aware  of  the  timing  of  her  child’s  talk- 
ing, sitting  alone,  standing,  etc.  The  patient 
has  had  the  normal  childhood  diseases  with 
no  severe  complications. 

The  mother,  Mrs.  S.,  is  a 42-year-old 
widow,  who  is  presently  employed  as  a sec- 
retary and  is  responsible  for  the  total  income 
of  the  family.  She  reports  that  prior  to  the 
death  of  her  husband,  she  and  other  mem- 
bers of  the  family  shared  jointly  in  such 
outdoor  activities  as  fishing,  camping,  and 
were  very  much  a closely  knit  family  group. 
They  were  very  active  in  the  church.  She 
appears  to  be  a very  orderly  individual  who 
sticks  to  details  and  expects  preciseness.  She 
feels  that  time  has  healed  many  of  the 
wounds  of  the  death  of  her  husband  and 
that  life  is  now  getting  back  to  more  of  a 
regularity.  She  does  not  date  or  have  any 
other  social  contacts  other  than  with  her 
sister  with  whom  she  shares  many  activities. 

The  mother,  Mrs.  S.,  admits  to  being 
somewhat  a tease  towards  her  daughter,  in 


relation  to  the  girl’s  habit  of  sucking  her 
thumb  and  keeping  a piece  of  satin  to  rub. 
She  feels  she  treats  each  girl  as  an  individ- 
ual and  does  not  give  one  girl  more  at- 
tention than  the  other.  She  described  the 
father  as  being  "the  best  of  fathers”,  one 
who  was  always  doing  for  his  daughters, 
such  as  building  them  doll  houses,  taking 
them  on  trips  with  him,  and  helping  them 
solve  problems  that  they  brought  to  him. 
He  seemed  to  be  the  mainstay  of  the  family. 
Yet,  the  patient  was  not  as  close  to  him 
before  his  death  as  she  was  to  the  mother. 
Mrs.  S.  seems  to  be  somewhat  possessive  of 
her  daughters  in  that  she  feels  it  necessary 
to  know  of  their  activities  and  calls  them 
several  times  a day  when  they  are  in  the 
home. 

R.’s  twin  sister  was  reported  to  be  her 
father’s  "eye-ball”,  but  is  now  coming 
around  to  being  more  attentive  to  the  moth- 
er. The  likes  and  dislikes  of  one  twin  have 
never  been  imposed  on  the  other,  and  they 
have  always  been  afforded  the  privacy  of 
their  own  room. 

The  psychiatric  examination  of  this 
youngster  revealed  a well-developed,  well- 
nourished,  13 -year-old  white  female.  She 
appeared  clean  and  neat  and  was  somewhat 
tall  for  her  age.  There  were  no  manifesta- 
tions of  psychosis  or  organic  brain  impair- 
ment. Her  memory  was  good  and  she  was 
well  oriented  in  the  three  spheres.  She  ap- 
peared somewhat  shy  and  timid,  and  did  not 
talk  spontaneously.  She  hesitated  to  describe 
or  express  her  feelings  about  her  illness  and 
especially  about  her  personal  relationships 
with  her  mother  and  twin  sister.  She  stated 
that  she  would  like  to  be  a housewife  when 
she  grows  up.  She  wished  for  a home,  a 
husband  and  children.  She  had  some  mani- 
festations of  anxiety-type  dreams  that 
awakened  her.  She  mentioned  that  her 
mother  nagged  at  her  and  that  her  mother 
tried  to  make  her  do  everything  right.  Her 
most  recent  trouble  was  with  her  twin  sis- 
ter, as  they  fought  most  of  the  time  over 
trivial  things.  Although  she  did  not  believe 
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that  her  mother  favored  her  twin  sister,  she 
could  not  help  feeling  this  way  at  times. 
During  this  evaluation  there  was  no  evi- 
dence of  peripheral  facial  nerve  disease. 

Reviewing  the  literature  on  the  correla- 
tion between  emotional  disorder  and  facial 
nerve  palsy  revealed  that  not  infrequently 
paralysis  of  the  seventh  nerve  may  occur 
without  any  known  cause.1  This  so-called 
Bell’s  Palsy  often  follows  exposure  to  cold 
as  in  riding  in  an  open  car  and  is  thought 
to  be  due  to  swelling  of  the  nerve  within 
the  Fallopian  canal.  Occasionally  paralysis 
may  recur  on  either  the  same  or  opposite 
side.  Merritt’s  statement  that  Bell’s  Palsy 
can  occur  without  "any  known  cause” 
leaves  room  for  speculation  that  it  may  be 
due  to  psychogenic  factors,  just  to  mention 
one. 

It  is  interesting  to  note  that  the  mother 
commented  that  the  onset  of  the  paralysis 
of  this  patient  exactly  corresponded  to  the 
date  of  the  father’s  death,  which  was  April 
18.  The  significance  of  this  correlation  is 
rather  startling.  It  is  also  amazing  that  the 
father  and  two  other  father  substitutes  died, 
resulting  in  recurrences  of  the  paralysis, 
namely  the  left  facial  nerve.  Hysterical 
or  functional  paralysis  has  been  known  for 
ages,  but  the  question  is,  can  a singled  out 
nerve,  say  the  right  radial  or  the  left  ulner 
or  left  facial  nerve,  suffer  from  or  be  a 
target  of  a hysterical  paralysis  all  by  itself? 
Hensie  and  Campbell"  in  their  psychiatric 
dictionary  define  conversion  hysteria  as  a 
clinical  entity  featuring  ( 1 ) A physical 
manifestation  without  structural  lesion,  (2) 
A calm  mental  attitude  (La  Belle  indiffer- 
ence as  described  by  Janet),  (3)  Episodic 
mental  states  in  which  a limited  but  homo- 
geneous group  of  functions  occupies  the 
field  of  consciousness  often  to  the  complete 
exclusion  of  the  usual  contents  of  conscious- 
ness— fugues,  somnambulism,  dream  states, 
hypnotic  states,  etc.  The  paralysis  in  hys- 
teria can  be  produced  by  emotions;  related 
according  to  Freud,  to  repressed  memories 
of  sexual  traumata  of  childhood  which  are 


usually  fictitious.  The  paralysis  usually  has 
a symbolic  meaning.  In  our  case,  three  dif- 
ferent neurologists  and  a neurosurgeon  have 
called  this  left  facial  paralysis  as  definite 
peripheral  nerve  paralysis  but  were  unable 
to  find  any  etiological  nature.  Again,  one 
wonders  whether  a peripheral  nerve  paraly- 
sis without  organic  causation  determined 
could  be  classified  as  hysteric. 

To  the  hysterical  patient,  all  sexuality 
represents  infantile  incestuous  love.  So,  he 
cannot  love  fully  if  the  genitals  are  present 
because  of  oedipal  fears.  The  conversion 
symptom  is  a distorted  substitute  for  sex- 
ual and/or  aggressive  gratification.  Because 
of  the  effectiveness  of  repression,  the  symp- 
tom leads  to  suffering  rather  than  gratifac- 
tory  pleasure.  The  choice  of  the  afflicted 
organ  is  determined  by  the  unconscious  sex- 
ual fantasies  and  the  corresponding  eroto- 
genity  of  the  area  and  somatic  complaints  as 
well  as  the  situation  in  which  the  decisive 
repression  occurred;  also,  the  ability  of  the 
organ  to  symbolize  the  unconscious  drive 
in  question. 

Although  the  picture  of  this  patient  def- 
initely revealed  left  seventh  nerve  peripheral 
paralysis,  the  writers  would  raise  the  very 
challenging  question  of  whether  these  re- 
curring paralyses  still  could  be  considered  of 
hysterical  origin  and  correlated  to  repressed 
sexual  oedipal  fantasies,  such  as  provoked 
by  the  father  kissing  his  daughter  on  the 
cheek.  This  may  be  the  explanatory  reason 
for  its  appearance  on  the  anniversary  of  the 
father’s  death  in  a repeated  fashion.  Even 
though  there  were  clinical  data  of  paralysis 
of  the  nerve,  however,  the  organic  etiology, 
such  as  inflammatory  disease  of  the  nerve, 
or  compression  on  the  nerve,  or  degenera- 
tion of  the  nerve,  could  not  be  elicited. 
Also,  the  course  of  the  paralysis  was  com- 
pletely recoverable.  Motor  paralysis  of  hys- 
terical nature  is  considered  a defense  against 
action,  namely  against  an  objectionable  in- 
fantile sexual  action.  Hysterical  paralysis 
is  usually  accompanied  by  an  increase  in 
tonus.  This  represents  both  an  insurance 
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against  the  objectionable  sexual  action  and 
a distorted  substitute  for  it.  Hysterical  mas- 
turbatory  equivalence  often  assumes  this 
guise.  Historical  circumstances  and  somatic 
compliance  determine  which  particular  part 
of  the  musculature  is  affected  by  the  paraly- 
sis. Symptoms  of  this  kind  are  said  to  ap- 
pear more  frequently  on  the  left  side  of  the 
body  than  on  the  right.  This  may  be  ex- 
plained as  suggested  by  Ferenczi,  by  the 
idea  that  the  left  side  of  the  body  is,  in 
general,  more  accessible  to  unconscious  in- 
fluences than  the  right,  because  right  handed 
persons  have  less  conscious  interest  in  it.  In 
addition,  the  symbolic  significance  of  right 
and  left  must  be  taken  into  account;  right 
meaning  correct,  and  left  meaning  wrong; 
sometimes  right  meaning  heterosexual  and 
left  meaning  homosexual. 

It  is  interesting  to  note  that  the  patient’s 
father  died  of  cancer  and  that  at  one  point, 
the  patient,  herself,  felt  that  her  facial 
paralysis  could  be  cancerous  in  nature. 
Could  it  be  that,  she,  in  trying  to  defend 
herself  as  well  as  punish  herself  against 
guilt  over  losing  her  beloved  father  and  be- 
ing responsible  for  it,  attempted  to  incor- 
porate into  her  own  disease  the  same 
symptoms  that  were  present  in  her  father. 
Or  is  it  possible  that  this  patient  with  her 
hysterical  paralysis  of  the  left  facial  nerve 
shows  an  autoplastic  attempt  to  discharge 
the  tension  created  by  intrapsychic  conflict, 
to  express  drive  and  defense  simultaneously, 
shortcircuiting  conscious  perception  of  con- 
flict related  to  the  oedipal  conflict.  She  did 
utilize  the  symptoms  for  manipulating  oth- 
er people  and  her  current  life  situation  as 
she  maneuvered  the  family  into  seeking  and 
sustaining  a father  substitute.  Also,  this 
symptom  served  the  purpose  of  moving  the 
family  from  one  town  to  another  three  dif- 
ferent times.  By  physical  symbolic  exhibi- 
tion of  conflict,  she  indirectly  attracted 
sympathy  for  her  plight.  The  flight  into 
illness,  namely  the  paralysis,  had  provided  an 
escape  from  an  incurable  family  situation, 
participated  by  the  anniversary  of  her  fa- 


ther’s death,  with  whom  she  was  roman- 
tically in  love.  Then  a passive  mastery  might 
have  ensued  with  a later  recession  of  the 
symptom. 

Whenever  a person  is  forced  to  relinquish 
an  object,  he  may  develop  a tendency  to 
compensate  for  the  loss  by  identifying  him- 
self with  the  object.  When  a hysterical 
woman  takes  over  her  father’s  illness,  she 
shows  that  she  is  vainly  attempting  to  free 
herself  from  him.4 

It  is  possible  that  the  infantile  birth  fan- 
tasies about  the  father  had  been  long  re- 
pressed, but  were  activated  on  the  anniver- 
sary of  his  death.  The  overwhelming  guilt 
may  have  resulted  in  a symbolic  masochistic 
punishment  by  paralysis  of  the  mouth  and 
face  of  the  patient.  Hence,  the  equilibrium 
is  restored. 

The  father’s  cancer  was  a melanoma  of 
the  right  ear.  The  onset  of  the  cancer  was 
unexpected;  the  death  was  anticipated.  Be- 
fore the  death,  the  father  was  operated  on 
and  had  a radical  neck  dissection.  It  seems 
that  the  patient  has  chosen  the  same  com- 
bination of  symptoms. 

The  mother’s  description  of  this  Bell’s 
Palsy  was  as  such:  She  was  extremely  ner- 
vous and  fidgety,  unable  to  sit  still  and 
unable  to  do  her  daily  routine.  She  was 
ready  to  explode  at  any  time.  Then  all  of 
a sudden,  the  paralysis  ensued.  She  was  un- 
able to  retain  water  in  her  mouth  while 
drinking.  As  soon  as  the  paralysis  started, 
the  anxiety  and  the  restlessness  disappeared, 
which  reminds  one  of  the  state  of  "la  belle 
indifference”. 

Summary 

An  unusual  case  of  a 13 -year-old  white 
girl  with  recurrent  Bell’s  Palsy  of  the  left 
facial  nerve  is  presented.3  It  has  been  re- 
ported that  the  recurrence  of  the  facial 
palsy  or  Bell’s  Palsy  is  rare.  However,  this 
was  the  case  with  this  youngster.  The  moth- 
er of  this  patient  described  a significant 
correlation  of  the  recurrence  of  this  illness 
with  the  anniversary  of  the  death  of  the 
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patient’s  father.  The  true  description  of 
Bell’s  Palsy  as  described  by  Ballance  and 
Duel  with  tenderness  of  the  nerve  and  edema 
in  the  area  was  documented  only  in  the  first 
attack,  but  not  in  the  second  nor  the  third. 
The  interesting  question  is  whether  this 
paralysis  in  its  three  episodes,  or  at  least  the 
last  two  episodes,  were  of  hysterical  nature 
rather  than  an  organic  nature.  An  attempt 
of  dynamic  understanding  of  the  timing 
of  the  recurrence  of  the  disease  has  been 
presented.  There  is  some  evidence  to  sub- 
stantiate the  hypothesis  that  this  paralysis 
at  least  in  one  episode  or  another,  is  symbolic 
of  oedipal  wishes  to  the  father,  activated  by 
his  death  anniversary.  Also,  as  evidenced 
by  the  choice  of  location  of  the  dysfunc- 
tion, a denial  of  his  death  has  been  postu- 
lated as  well  as  identification  with  his  symp- 


toms. Facial  paralysis  of  psychogenic  origin 
has  not  been  encountered  in  previous 
literature. 
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Let’s  Reminisce! 

A book  review  on  "House  Plans  as  Sanitary  Agents,  Comprising  also  a 
Consideration  of  the  Subject  of  Practical  Floriculture,  and  of  the  Sanitary 
Influences  of  Forest  and  Plantations”  by  J.  M.  Anders,  M.D.,  states: 

"A  half  century  ago,  there  was  a popular  belief  that  houseplants  were 
breeders  of  disease;  now  it  is  being  proven  that  living  plants  in  the  house 
are  absorbants  of  disease  germs  floating  in  the  air.  Our  author  demon- 
strates the  fact  that  in-door  living  plants  are  even  preventive  of  that 
deadly  malady — consumption.  We  do  not  know  when  we  have  read  a 
hand-book  with  more  intense  interest  and  profit.  Every  doctor  ought 
to  read  it,  and  persuade  his  patients  to  read  it.  It  gives  infomation  to  all, 
and  the  reading  of  this  book  will  encourage  the  cultivation  of  suitable 
house-plants  in  homes.  We  look  upon  the  suggestions  in  this  volume  as 
a decided  advance  in  science,  and  as  such  the  teachings  ought  to  be 
popularized.  We  hope  this  notice  of  this  book  will  bear  the  fruit  we 
desire  to  see  ripened.”  (Virginia  Medical  Monthly,  November  1886.) 
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Hysterical  Personality  and  the  Psychiatric  Trainee 


Familiarity  with  the  behavior  of 
the  hysterical  personality  can 
save  the  physician  as  well  as  the 
psychiatric  trainee  from  frustra- 
tion and  loss  of  time.  The  chance 
of  successful  treatment  is  also  im- 
proved. 


WITH  A PSYCHIATRIC  TRAINEE, 
and  at  times  with  an  experienced 
therapist,  the  hysterical  personality  fre- 
quently exhibits  the  traits  of  manipulation 
and  castration.  The  importance  of  these 
traits  is  discussed. 

The  psychiatric  literature  gives  relatively 
little  attention  to  the  hysterical  personality 
as  a separate  entity.  The  literature  is  pri- 
marily descriptive  and  is  derived  from  the 
point  of  view  of  the  experienced  therapist. 
Only  one  paper,  that  of  Allen  and  Houston1, 
deals  with  management  at  the  trainee  level. 
From  the  viewpoint  of  the  psychiatric 
trainee  (medical  student,  intern,  or  resi- 
dent) , the  hysterical  personality  appears  to 
present  two  important  traits:  manipulation 
and  castration,  which  are  valuable  not  only 
in  terms  of  description,  but  also  in  manage- 
ment and  the  physician’s  future  attitudes 
toward  these  patients. 

Manipulation  is  a trait  characterized  by 
repeated  attempts  by  the  patient  to  use  the 
therapist  and  others  to  fulfill  her  emotional 
needs.  For  example,  the  hysterical  personali- 
ty will  take  full  advantage  of  the  inexperi- 

This  article  was  written  while  Dr.  Golden  was  a 
fourth  year  medical  student,  University  of  Virginia 
School  of  Medicine,  Charlottesville. 


RICHARD  A.  GOLDEN,  M.D. 
Arlington,  Virginia 

enced  therapist,  demand  or  otherwise  obtain 
prolonged  interviews,  use  flattery  or  unjust 
criticism  and  may  be  seductive.  Castration 
is  a symbolic  device  which  the  hysterical 
personality  uses  to  negate  or  change  the  mas- 
culine role  of  the  therapist.  Prior  to  castra- 
tion, several  manipulative  ploys  may  be  used 
which  tend  to  heighten  the  castrating  effect. 

The  psychiatric  trainee  has  his  own  unique 
characteristics,  and  when  faced  with  the 
manipulative  and  castrating  behavior  of  the 
hysterical  personality,  he  often  experiences 
a great  deal  of  frustration,  hostility  and  anx- 
iety. A therapeutic  failure  is  not  uncommon. 
This  paper  will  attempt  to  demonstrate 
manipulation  and  castration  in  the  hysteri- 
cal personality.  If  the  psychiatric  trainee  or 
experienced  therapist  can  recognize  these 
traits  as  well  as  his  own  emotional  reaction 
to  them,  then  therapy  can  be  a very  satisfy- 
ing experience,  and  success,  although  not 
guaranteed,  is  more  readily  attainable. 

The  Hysterical  Personality 

In  attempting  to  define  the  hysterical  per- 
sonality, one  is  easily  entangled  in  a semantic 
jungle.  Chodoff"’  states  that  hysteria  is  used 
in  five  ways;  however,  most  of  the  difficulty 
arises  from  the  two  most  common  uses:  con- 
version hysteria  or  conversion  reaction,  and 
hysterical  personality.  The  term  hysterical 
personality  refers  to  a pattern  of  behavior 
habitually  exhibited  by  certain  individuals.' 
Further  compounding  the  problem,  there 
are  two  schools  of  thought,  one  of  which 
maintains  that  symptoms  of  a conversion  re- 
action are  seen  only  in  patients  having  a 
hysterical  personality;  the  other  group  main- 
tains the  conversion  symptoms  may  be  seen 
in  patients  with  any  personality  type.  Both 
schools  seem  to  overlook  the  fact  that  the 
descriptive  terminology  used  in  defining 
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the  hysterical  personality  and  the  conversion 
reaction  patient  is  virtually  identical. 

The  term  hysterical  personality  is  a rela- 
tively new  one.  It  is  not  used  by  Freud,  nor 
is  there  a niche  in  the  Diagnostic  and  Statisti- 
cal Manual.  The  hysterical  personality  is  first 
described  in  rather  broad  terms  by  Wittels, 
and  later  by  Reich.3,  4 Wittels  refers  to  the 
hysterical  personality  as  both  infantile  and 
feminine,  both  a child  and  a woman.4  Reich3 
is  more  complete,  dealing  with  both  obvious 
and  "hidden”  traits.  Of  the  obvious  traits, 
he  describes  "obvious  sexual  behavior”,  "a 
specific  type  of  body  agility  with  a defi- 
nitely sexual  nuance”,  "disguised  or  undis- 
guised coquetry  in  gait,  gaze,  and  speech”. 
The  traits  appear  "with  a more  or  less  out- 
spoken apprehensiveness”,  which  "becomes 
particularly  evident  when  the  sexual  behav- 
ior seems  close  to  attaining  its  goal”.  Among 
the  hidden  traits  are  "a  tendency  to  unex- 
pected and  unintended  changes  in  behavior; 
a strong  suggestibility  always  together  with 
a strong  tendency  to  disappointment  reac- 
tions.” In  its  pure  form,  the  hysterical  per- 
sonality is  "agile,  nervous  and  lively”. 

Recent  articles  have  attempted  to  be  more 
precise.  Probably  the  most  quoted  is  that  of 
Chodoff  and  Lyons.2  They  define  the  hys- 
terical personality  as  "persons  who  are  vain 
and  egocentric,  who  display  labile  and  ex- 
citable but  shallow  affectivity,  whose  dra- 
matic, attention  seeking  and  histrionic  be- 
havior may  go  to  the  extremes  of  pseudologia 
phantastica,  who  are  very  conscious  of  sex, 
sexually  provocative,  yet  frigid,  and  who  are 
dependently  demanding  in  interpersonal 
relationships.” 

Lazare,  et  al.,5  used  factor  analysis  to  com- 
pare results  of  a self-rating  form  with  the 
definition  obtained  by  a review  of  the  litera- 
ture. Their  definition  of  the  hysterical  per- 
sonality, which  is  similar  to  that  of  Chodoff 
and  Lyons,  is  based  on  the  following  seven 
traits:  egocentricity,  exhibitionism,  emotion- 
ality, suggestibility,  dependence,  sexual  pro- 
vocativeness, and  fear  of  sexuality.  Their 
self-rating  form  also  contained  traits  of  the 


oral  and  obsessive  personalities.  They  found, 
by  factor  analysis,  a good  correlation  of  these 
traits  for  the  hysterical  personality.  There 
is  some  overlap  with  the  oral  personality 
which  may  be  consistent  with  Marmor’s  the- 
ory of  orality  in  the  hysterical  personality.6 

Nemiah  gives  a brief  description  of  the 
hysterical  personality  in  terms  of  being 
dramatic,  exhibitionistic,  narcissistic,  emo- 
tionally seductive,  dependent,  and  manipu- 
lative.' However,  Nemiah  does  not  discuss 
manipulation  in  relation  to  the  psychiatric 
trainee,  nor  does  he  mention  castration. 

Eric  Berne’s  Games  People  Play  is,  I be- 
lieve, a valuable  contribution  to  the  psychi- 
atric literature.  In  transactional  terms,  the 
hysterical  personality  corresponds  to  the 
game  of  "Rapo”  or  "Everyday  Frigid  Wom- 
an”.8 The  hysterical  personality,  virtually 
by  definition,  plays  first  degree  "Rapo,” 
which  is  essentially  mild  flirtation.  Second 
and  third  degree  "Rapo”  is  played  by  the 
more  severe  hysteric.  The  point  here  is  that 
the  game  illustrates  well  the  important  traits 
of  manipulation  and  castration  which  the 
hysterical  personality  uses  on  the  inexperi- 
enced psychiatric  trainee. 

Thus  the  concept  of  the  hysterical  per- 
sonality has  evolved  into  a well  defined  en- 
tity. However,  the  above  definitions  are  by 
experienced  therapists  in  the  field.  From  the 
point  of  view  of  the  psychiatric  trainee,  two 
additional  traits,  manipulation  and  castra- 
tion, become  more  evident.  Four  case  sum- 
maries will  be  given  which  illustrate  these 
traits. 

Case  1.  This  middle-aged  female  house- 
wife was  admitted  to  the  psychiatric  service 
with  the  diagnosis  of  depressive  reaction.  She 
was  indeed  depressed  and,  in  addition,  had 
personality  characteristics  of  the  oral  and 
hysterical  types.  She  did  well  on  the  psychi- 
atric ward.  Her  resident  was  a mature  per- 
son, with  whom  she  quickly  developed  a se- 
ductive transference  relationship.  She  was 
somewhat  manipulative,  using  abreacted  ma- 
terial to  gain  additional  interview  time  with 
the  resident;  however,  he  handled  the  situa- 
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tion  well.  I was  assigned  to  the  case  as  a third 
year  medical  student,  approximately  mid- 
way in  the  course  of  her  hospitalization.  She 
knew  I was  a medical  student  and  that  she 
was  my  first  psychiatric  patient.  Her  abre- 
acted material  was  used  as  a manipulative 
and  castrating  device.  During  the  initial  in- 
terview, she  said  that  she  had  a "great  secret”. 
Naturally,  I plunged  head  first  into  the  trap. 
After  leading  me  around  in  circles  for  half 
an  hour,  I was  finally  castrated  with  "I  have 
told  Dr.  (the  resident) , but  I can’t  tell  you.” 
I was  very  frustrated,  but  so  inexperienced 
that  I didn’t  realize  that  I was  being  manipu- 
lated. Another  interview  revealed  that  she 
had  "something  that  I could  never  tell  any- 
one else”,  followed  again  by  castration. 
Further  interviews  revealed  that  after  telling 
the  resident  of  her  experiences,  her  "soul  had 
been  laid  bare”.  Again,  castration,  as  de- 
scribed above,  followed.  This  game  went  on 
for  approximately  a week.  My  initial  frus- 
trations had  expanded  into  hostility  (mild 
rage)  and  a great  deal  of  anxiety  as  I realized 
the  way  in  which  I was  being  manipulated 
and  castrated,  and  that  I was  contributing 
nothing  to  this  patient’s  therapy.  In  addition 
to  upsetting  my  own  emotional  equilibrium, 
she  had  succeeded  in  obtaining  numerous  pro- 
longed interviews,  often  at  night.  I discussed 
the  situation  with  the  resident.  Having  had 
some  experience,  the  resident  was  able  to 
recognize  her  maneuvers  and  his  own  reac- 
tion to  them  and  not  allow  them  to  interfere 
with  therapy.  I followed  this  advice  and  was 
then  able  to  handle  the  patient  quite  well. 
She  improved  and  was  subsequently  dis- 
charged, and  I felt  that  I had  been  able  to 
contribute  to  her  therapy. 

Case  2.  This  young  female  high  school 
student  was  admitted  to  the  psychiatric  ward 
for  evaluation  of  her  promiscuous  sexual 
behavior.  She  was  quite  intelligent  and  had 
done  well  in  school.  The  father  was  a rather 
passive-aggressive  person.  Both  mother  and 
daughter  were  obvious  hysterical  personali- 
ties. After  a few  interviews,  it  was  apparent 
that  this  girl  was  acting  out  her  mother’s 


own  forbidden  impulses,  as  described  by 
Johnson  and  Szureck.9  She  was  quite  seduc- 
tive, and  it  is  interesting  to  note  an  inverse 
relationship  between  her  seductive  behavior 
and  age  of  male  therapists.  With  male  recre- 
ational therapy  personnel  she  was  quite  se- 
ductive to  the  point  of  being  obnoxious. 
With  me  she  was  seductive,  but  controllable, 
with  more  mature  behavior  shown  with  older 
interviewers.  Like  many  adolescents,  she 
often  expressed  herself  in  vague  generalities, 
as  "you  know,  I guess  so”,  or  "if  you  say  so”. 
However,  as  the  interview  drew  to  a close, 
she  became  very  detailed  in  an  attempt  to 
prolong  the  interview.  Thus  I was  caught 
in  a bind  between  allowing  her  to  continue 
or  being  manipulated.  This  was  rather  frus- 
trating, until  I realized  that  she  was  not  giv- 
ing me  any  useful  information  in  these  pro- 
longed interviews,  but  merely  manipulating 
me.  By  her  manipulations,  she  was  control- 
ling me,  rather  than  the  opposite,  thus  pre- 
venting me  from  gaining  any  therapeutic 
leverage.  Her  method  of  castration  consisted 
of  comparing  me  unfavorably  to  her  former 
lovers.  This  generated  some  hostility  which 
I was  able  to  recognize  and  handle  appropri- 
ately. She  was  openly  seductive,  which 
brought  forth  mixed  emotions.  On  the  one 
hand,  I found  her  numerous  advances  rather 
repulsive.  Yet  I am  not  immune  to  some  for- 
bidden impulses,  which  in  view  of  our  moral 
and  ethical  taboos,  generated  a great  deal  of 
anxiety.  Initially,  she  showed  a lot  of  pseu- 
do-insight and  pseudo-improvement  as  de- 
scribed by  Allen  and  Houston1  which  was 
merely  a superficial  facade  behind  which  she 
continued  in  her  former  behavior  patterns. 
Only  after  I was  able  to  handle  both  her  ma- 
neuvers and  my  own  emotions  was  I able  to 
gain  sufficient  leverage  to  proceed  with 
meaningful  psychotherapy.  As  a result,  she 
has  ceased  her  promiscuous  activities  and  the 
hysterical  features  of  her  personality  are 
greatly  diminished. 

Case  3.  This  middle-aged  housewife  was 
hospitalized  for  cardiac  surgery.  Her  post- 
operative recovery  was  slow.  She  was  despon- 
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dent  and  made  suicidal  threats.  A psychiat- 
ric consultation  was  requested.  During  the 
inital  interview  with  an  experienced  resident, 
she  was  very  manipulative.  On  the  second 
interview,  when  both  the  resident  and  I were 
present,  she  tried  her  manipulative  tech- 
niques on  me.  As  one  might  predict,  when 
the  subject  of  her  sexual  life  came  up,  she 
turned  to  the  resident  and  replied,  "I  don’t 
think  I can  answer  that  question  with  him 
(me)  present.”  I immediately  recognized 
this  maneuver  and  let  the  comment  pass  be- 
fore I developed  any  emotional  reaction 
which  would  impede  therapy.  As  her  ma- 
neuvers were  not  successful  with  either  the 
resident  or  myself,  we  were  able  to  proceed 
with  therapy.  Unfortunately  her  hospital 
stay  was  short,  and  she  could  only  gain  lim- 
ited insight  into  her  problem. 

Case  4.  This  middle-aged  widow  brought 
her  child  to  the  pediatric  clinic  for  a follow- 
up examination.  The  daughter  had  been  hos- 
pitalized previously  with  nephrosis  and  was 
being  followed  in  the  clinic.  Management 
was  somewhat  less  than  optimal,  primarily 
due  to  the  emotional  overlay  provided  by  the 
mother.  We  could  not  be  sure  that  the  child 
was  improving  or  that  her  disease  was  con- 
tinuing in  a low  grade  fashion. 

The  professional  staff  quickly  recognized 
the  mother  as  an  hysteric,  in  the  name  calling 
sense  as  described  by  Chodoff  and  Lyons.'  I 
saw  the  manipulation  and  castration  which 
lay  ahead,  as  well  as  my  own  feelings  of  hos- 
tility and  anger.  Having  recognized  the 
mother’s  maneuvers  and  my  own  feelings,  I 
was  able  to  deal  with  the  mother  in  a mature 
effective  manner,  much  to  the  amazement  of 
the  professional  staff.  I certainly  would  not 
claim  any  cure  for  this  woman’s  psychiatric 
difficulties.  However,  I would  emphasize 
that  the  hysteric’s  behavior  influences  her 
whole  life  as  well  as  others.  In  this  case,  a 
physician  could  not  manage  the  daughter’s 
renal  disease  without  effective  management 
of  the  mother’s  psychiatric  problem. 

Discussion 

As  the  case  studies  illustrate,  there  are 


many  ways  in  which  manipulative  and  cas- 
trating behavior  of  the  hysterical  personality 
can  effect  the  doctor-patient  relationship, 
particularly  with  the  less  experienced  thera- 
pist. This  fact  is  even  more  important  when 
one  recalls  that  these  attitudes  developed 
in  training  experiences  will  influence  the 
therapist  in  the  future. 

The  inexperienced  therapist  seems  par- 
ticularly prone  to  develop  attitudes  of  hos- 
tility and  frustration  with  varying  degrees 
of  anxiety  as  well.  He  is  well  educated,  in 
the  general  sense,  but  by  definition  is  lacking 
in  the  field  of  psychiatry.  He  does  not  wish 
to  be  made  a fool  of,  yet  is  exquisitely  vul- 
nerable to  the  manipulative  and  castrating 
devices  of  the  hysterical  personality.  It  is 
particularly  frustrating,  in  view  of  our  mor- 
al and  ethical  taboos,  to  have  a patient  who  is 
frankly  seductive  and  quite  attractive  as 
well.  The  term  "sticky  transference”  is  cer- 
tainly applicable  here.2 

Of  the  many  attitudes  which  the  therapist 
may  develop  towards  the  hysterical  personal- 
ity they  are,  in  general,  negative.  A posi- 
tive attitude  may  develop  initially,  for 
example,  in  the  "good  pal”  technique. 
Here,  the  patient  is  very  complimentary, 
and  will  "help  him  in  his  effort  to  help  her.”1 
This  is  manipulation,  and  when  it  is  recog- 
nized, a negative  attitude  will  often  result. 
An  example  of  this  is  seen  in  the  medical 
student  or  the  first  year  resident  who  sees 
many  depressed  patients.  The  trainee  is  easily 
frustrated  in  his  attempt  to  obtain  the  re- 
quired detailed  history  from  a patient  who 
sits  there  and  cries.  The  hysteric,  on  the 
other  hand,  gaily  talks  on  and  on  expanding 
a 50  minute  interview  into  three  hours.  Ex- 
tra interviews  and  even  evening  interviews 
will  follow  until  the  unfortunate  trainee 
realizes  what  is  really  happening. 

As  the  doctor-patient  relationship  devel- 
ops, a stalemate  may  be  reached  where  the 
patient  continues  in  her  manipulative  ways, 
and  the  therapist  responds  with  a game  of 
castrate  the  patient.  Here  the  young  thera- 
pist has  only  dimly  recognized  the  patient’s 
maneuvers  and  has  little  insight  into  his  own 
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emotions.  Thus,  the  inexperienced  therapist 
must  recognize  his  own  attitudes  toward 
the  patient,  and  he  must  also  recognize  the 
source  of  these  attitudes  which  appear  to 
stem  from  manipulation  and  castration. 

These  attitudes  are  by  no  means  limited 
to  the  inexperienced  therapist,  but  are  seen 
in  experienced  therapists  as  well.  As  Chodoff 
and  Lyons  point  out,  hysteria  is  often  used 
in  a name  calling  sense,  "which  is  not  un- 
common especially  in  a hospital  setting  and 
more  often  among  physicians  untrained  in 
psychiatry,  than  among  psychiatrists,  al- 
though we  venture  to  suggest  it  has  been 
known  to  occur  in  some  of  the  less  official 
conversations  of  psychoanalysts.”2  The  atti- 
tude of  the  trained  therapist  is  reflected  in 
the  paucity  of  the  literature  on  the  hysterical 
personality  "since  the  therapist  is  not  likely 
to  count  them  among  his  successes;  and  ther- 
apists hesitate  to  report  on  their  failures.  By 
the  originality  of  their  maneuvers,  conscious 
or  unconscious,  these  patients  often  are  able 
to  make  a fool  of  the  therapist.”1  From  the 
point  of  view  of  manipulation  and  castra- 
tion, it  is  not  difficult  to  see  how  these  atti- 
tudes have  developed. 

Summary 

The  concept  of  the  hysterical  personality 
has  evolved  into  a well  defined  entity.  It  ap- 
pears that  two  additional  traits,  manipula- 
tion and  castration,  deserve  consideration  in 
this  definition.  These  two  traits  are  more 


likely  to  be  used  on  the  psychiatric  trainee; 
although  they  may  affect  the  experienced 
therapist  as  well.  Manipulation  and  castra- 
tion are  important  both  in  terms  of  diagno- 
sis and  therapy,  and  are  best  handled  by  rec- 
ognition of  the  patient’s  maneuvers,  and  the 
therapist’s  own  attitudes. 

I would  like  to  thank  Dr.  Harry  S.  Abram  and  Dr. 
Wilfred  P.  Abse  for  their  advice  and  encouragement 
in  writing  this  paper. 
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Let’s  Reminisce! 

The  American  Medical  Association  has  met,  held  its  session,  eaten  and 
drunk  its  fill  and  adjourned;  but  for  all  the  good  it  has  done  in  raising 
the  standard  of  medical  education,  or  promoting  and  advancing  the 
science  of  medicine,  the  delegates  of  whom  it  was  composed  had  as  well 
or  better  have  remained  at  home.  Every  important  measure  really  cal- 
culated to  elevate  the  standard  of  medical  education,  or  to  stimulate  pro- 
gression in  medical  science,  was  laid  on  or  under  the  table,  and  the  spirit 
which  animated  the  body  was,  Soul,  take  they  fill  of  the  good  things 
of  Gotham — eat,  drink,  be  merry — see  all  that  you  can,  for  to-morrow 
we  go  home.  (Editorial  comment  in  The  Stethoscope,  June,  1 8 5 3 ) 
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A Philosophical  Look  at  Ethics 


Contributions  to  ethics , as  under- 
stood by  the  physician , come 
from  Christianity , rationalism , 
existentialism , and  the  teaching  of 
Socrates. 


'T'HE  QUESTION  OF  ETHICS  and  med- 
ical  practice  has  long  been  a concern 
of  those  connected  with  this  profession  that 
deals  so  closely  with  human  life.  Generally, 
much  ethical  discussion  and  dissertation 
skims  the  surface  with  examples  of  ethical 
action  such  as  when  abortion  is  justified, 
under  what  circumstances  does  prolonga- 
tion of  life  become  useless.  In  these  instances 
examples  are  given  and  yet  examples  are  only 
examples  while  what  is  really  important,  the 
underlying  principles  of  ethics,  is  overlooked. 
Indeed,  examples  contain  shades  of  gray 
while  the  ethical  basis  for  action  should  be 
universal  and  clear.  Therefore,  we  shall  ap- 
proach the  question  of  "medical  ethics” 
from  the  points-of-view  of  two  divergent 
philosophical  stands — the  rationalistic  Kant 
versus  the  existentialist  as  revealed  in  Kier- 
kegaard. To  reconcile  these  two  stands  is 
brought  in  the  "Christian”  and  the  Socratic 
ethics  and  through  them  try  to  find  a way 
out  of  the  paradox  in  medical  ethics. 

The  manner  in  which  the  public  regards 
the  physician  is  usually  different  from  the 
way  it  regards  other  members  of  the  com- 
munity. Perhaps,  this  is  due  to  his  education, 
his  position  as  scientist  and  healer,  or  through 
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his  role  of  counselor  of  his  patients.  Because 
the  public  regards  the  medical  profession 
with  respect  and  confidence  above  and  be- 
yond that  accorded  the  public-at-large,  the 
physician  has  the  responsibility  to  live  up  to 
these  expectations,  as  best  he  can.  However, 
even  though  his  ethical  position  is  different 
because  he  does  deal  with  people  under  more 
acute  circumstances,  it  is  maintained  that 
the  ethical  principles  governing  his  actions 
be  the  same  as  those  determining  the  actions 
of  anyone  else. 

Immanuel  Kant,  as  "the  greatest  modern 
defender  of  the  ethic  of  Duty”,  based  his 
Foundations  of  the  Metaphysics  of  Morals 
on  reason  rather  than  revelation.  To  be 
universally  valid  all  concepts  must  stand  the 
test  of  reason,  and  the  respect  for  law  is  the 
very  ingredient  of  reason  itself.  The  ethic 
of  Duty  did  not  originate  in  Kant.  This  was 
handed  down  from  Hebrew  lawgivers  while 
the  ethic  of  Value  originated  with  the  Greek 
Philosophers.  Kant’s  contribution  was  the 
rational  basis. 

This  ethic  of  Duty  calls  for  some  clarifica- 
tion of  the  word  "Duty”  as  it  is  the  basis 
of  Kant’s  ethic.  To  Kant,  Duty  is  an  uncon- 
ditional (categorical)  obligation  to  do  some- 
thing and  is  not  a mere  expediency  or  means 
to  an  end.  The  performance  of  Duty  is  not 
because  of  a higher  goal  or  end  but  because 
Duty  is  an  end  in  itself.  Since  Kant,  most 
moral  philosophers  writing  on  the  nature  of 
Duty  have  not  regarded  it  as  an  uncondi- 
tional obligation  to  perform  a certain  act, 
but  as  a means  to  a higher  end. 

To  Kant,  a good  will  is  one  which  acts 
from  Duty  or  does  its  Duty  for  Duty’s  sake. 
It  acts  on  a purely  "formal”  maxim  or  prin- 
ciple from  which  any  consideration  of  an 
end  beyond  the  act  itself  is  excluded.  Again 
to  Kant,  "the  good  will  seems  to  constitute 


694 


Virginia  Medical  Monthly 


the  indispensable  condition  even  of  worthi- 
ness to  be  happy”,  and  it  is  good  not  through 
its  accomplishments  or  its  ability  to  achieve 
certain  ends,  but  because  of  its  willing  to  be 
good. 

When  the  act  is  rational,  it  is  through  some 
maxim;  yet  for  this  action  to  be  moral,  it 
must  be  in  accord  with  a moral  law  that  is 
regarded  as  an  universal  imperative.  That  is, 
it  must  be  binding  for  all  men.  The  good  will 
does  an  act  from  a sense  of  duty  rather  than 
from  the  inclination  to  happiness.  To  decide 
whether  an  act  is  moral  we  are  given  the 
categorical  imperative,  that  is:  "act  only 
according  to  that  maxim  by  which  you  can 
at  the  same  time  will  that  it  should  become 
a universal  law.”  By  a "universal  law”  Kant 
necessarily  means  binding  to  all  men  or  com- 
manding assent  of  all  men.  This  categorical 
imperative  gives  a basis  for  harmony  in  the 
world  for  by  actions  we  state  that  all  men 
have  the  right  to  do  the  same.  There  is  an 
obligation  to  act  morally  "because  I cannot 
consistently  will  that  all  rational  beings 
should  act  in  one  way,  and  I in  another.” 

It  is  perhaps  the  second  formulation  that  is 
of  most  interest  to  physicians  because  it 
states:  "so  act  as  to  treat  humanity  whether 
in  thine  person  or  in  that  of  any  other,  in 
every  case  as  an  end  withal,  never  as  a means 
only.”  To  Kant,  we  are  duty-bound  to  this 
if  we  are  to  act  morally.  This  is  of  funda- 
mental importance  because  through  it  is 
maintained  the  dignity  of  man.  Of  course, 
Kant  intended  this  for  everyone,  but  to  those 
in  the  medical  profession  it  is  of  special  im- 
portance in  calling  attention  to  the  patient 
as  a person  and  not  merely  a case. 

The  existential  viewpoint  of  Kierkegaard 
differs  from  the  rational  position  of  Kant  in 
that  now  the  "relation”  is  the  important  fac- 
tor instead  of  the  "mediation”  of  person-to- 
person  imposed  by  the  ethical  concept. 
Whereas,  objective  truth — that  universally 
valid  and  claiming  rational  assent  by  all  men 
— was  important  to  Kant,  now  subjectively 
is  seen  as  truth. 

The  existential  point-of-view  brings  phy- 
sicians to  the  problem  of  relation  and  media- 


tion. Thus  they  see  that  the  person-to-per- 
son, doctor -to -patient  relationships  are 
mediated  by  the  concept  of  ethics.  Indeed, 
ethic  is  seen  as  the  better  way  for  it  provided 
a code  of  action  to  fall  back  on  in  deciding 
the  course  of  action,  as  can  be  seen  from  the 
discussion  on  Kant.  However,  Kierkegaard 
argues  that  the  ethical  need  not  always  be 
what  is  best  as  can  be  illustrated  in  the  Tel- 
eological Suspension  of  the  Ethical. 

While  Kant  uses  reason,  Kierkegaard  em- 
ploys faith  and  says  that  faith  is  precisely 
this  paradox,  that  the  individual  as  the  par- 
ticular is  higher  than  the  universal  (ethical) . 
This  is  "inasmuch  as  the  individual  as  the 
particular  stands  in  an  absolute  relation  to 
the  absolute.”  Thus,  this  position  is  beyond 
mediation,  "because  all  mediation  comes 
about  precisely  by  virtue  of  the  universal.” 

Within  its  own  scope  the  ethical  has  var- 
ious gradations.  Yet,  is  there  any  higher  ex- 
pression for  the  ethical  that  would  justify  a 
suspension  of  an  ethical  obligation?  Kierke- 
gaard thinks  so  and  uses  Abraham  as  his  ex- 
ample. What  ordinarily  tempts  a person  is 
something  that  would  keep  him  from  doing 
his  "duty”.  In  the  case  of  Abraham  the  ethi- 
cal itself  was  the  temptation  to  keep  him 
from  obedience  to  God’s  will.  To  Abraham, 
there  was  no  greater  ethic  than  a man  should 
love  his  son.  Yet,  to  maintain  his  relation  to 
God  he  was  willing  to  suspend  the  ethical  and 
sacrifice  his  son.  While  a tragic  hero  who  re- 
mains within  ethical  boundaries  would  be 
great  through  his  moral  virtue,  Abraham 
would  be  great  by  reason  of  personal  virtue. 

Of  course,  there  is  some  criticism  of  Kier- 
kegaard’s stand.  If  regarded  unswerving 
obedience  to  the  commands  of  God,  no  mat- 
ter what  they  be,  as  the  highest  ethic,  then 
Abraham  submitted  one  high  ethic  for  a still 
higher  one.  Then  he  would  still  reside  within 
ethical  limits.  However,  what  Kierkegaard 
and  other  existentialists  orient  toward  is  the 
importance  of  subjectivity  and  the  relation- 
ship of  person-to-person. 

Then  to  the  physician  the  existentialist 
reminds  him  of  the  place  of  subjectivity, 
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that  the  patient  is  not  an  object  to  be  exam- 
ined, dissected,  analyzed,  but  a subjective 
entity.  The  importance  of  the  relationship 
is  revealed  for  while  the  objective  accent 
revolves  on  what  is  said,  the  subjective  ac- 
cent is  on  how  it  is  said. 

Finally,  is  the  ethical  always  what  is  best 
for  the  patient?  If  the  relationship  is  re- 
garded as  most  important,  then  this  ethical 
mediation  need  not  take  first  preference. 
However,  meeting  the  needs  of  the  patient 
is  ethical  for  the  doctor,  so  that  he  simply 
goes  from  one  ethic  to  another  in  maintain- 
ing this  relationship.  However,  from  this 
standpoint,  it  must  always  be  remembered 
that  ethics  would  require  that  one  can  only 
suspend  one  ethic  for  a still  higher  one. 

The  contrast  of  rationalist — existentialist 
brings  us  to  the  problem  facing  the  physician 
dealing  objectively  with  a subjective  entity, 
the  patient.  To  be  effective  as  a physician,  he 
must  maintain  the  scientific  method’s  call 
for  an  objective  and  rational  approach  to 
diagnosis  and  treatment.  The  physician  must 
also  be  a human  being  and  maintain  a rap- 
port with  the  patient  that  requires  a subjec- 
tive acceptance.  However,  his  subjectivity 
must  never  interfere  with  his  scientific  ob- 
jective task.  Here,  we  have  the  paradox  of 
regarding  the  patient  as  both  subject  and  ob- 
ject and  to  mediate  this  position  we  turn  to 
Christian  ethic  and  that  of  Socrates. 

The  Christian  ethic  is  the  ethic  of  love, 
and  it  involves  the  Duty  on  part  of  the 
Christian  to  love.  The  nature  of  this  love  is 
revealed  in  the  parable  of  the  Good  Samari- 
tan where  the  true  test  of  the  neighbor  is 
seen  in  his  willingness,  time,  trouble  and 
money  to  give  aid  to  one  in  need. 

This  love  is  based  not  only  on  natural  im- 
pulses and  feeling  or  mutual  interest,  but  on 
the  love  of  God.  Christian  love  does  not  like 
prudential  love  depend  upon  return  or  recip- 
rocation. It  must  be  bestowed  freely  and 
generously.  It  does  not  give  merely  to  re- 
ceive, but  "because  giving  is  its  very  nature.” 
Thus,  we  can  see  while  Jesus  says  little  about 


the  great  oppressors  of  masses,  He  does  say 
much  about  those  who  fail  to  meet  the  needs 
of  others  whose  sins  are  of  omission  rather 
than  commission. 

In  this  lies  the  Christian  ethic’s  reconcili- 
ation for  Duty  depends  upon  the  claims  of 
people  springing  from  their  needs.  A physi- 
cian’s Duty  is  to  meet  the  needs  of  persons 
in  each  situation  most  effectively  through  ac- 
tions. This  would  be  in  response  to  Kant 
where  Duty  would  be  meaningless  when  sep- 
arated from  the  good  that  is  its  goal.  This 
does  not  mean  to  find  a single  moral  rule 
which  is  applicable  "to  one’s  situation  as  a 
situation  of  a certain  type.”  It  means  we 
must  analyze  the  situation  in  its  own  terms 
to  determine  the  best  response.  "Far  from 
being  a mere  matter  of  conformity  to  an 
impersonal  code  or  pattern  of  rules,  Duty  is 
a matter  of  personal  decision  as  to  the  way 
one  can  best  serve  persons.”  Physicians  ob- 
jectively try  to  determine  what  is  right,  but 
the  only  "Duty  is  to  do  what  seems  to  be  the 
right  act”. 

The  position  of  Socrates  is  quite  simple 
and  as  in  Plato’s  Dialogues  Socrates’  life  is 
the  best  illustration  of  the  lesson  he  taught. 
As  the  physician  seeks  to  meet  the  needs  of  his 
patient,  Socrates  sought  to  meet  the  needs  of 
a decaying  Athens  with  a new  medicine  for 
the  mind  called  dialectic.  With  it  came  the 
promise  of  a rational  understanding  of  eter- 
nal verity  through  the  use  of  our  minds,  but 
Socrates  realized  that  the  promise  was  really 
all  that  it  could  offer.  However,  Socrates 
continued  to  teach  because  he  knew  that  the 
quest  was  the  best  thing  for  man,  even  if  the 
goal  is  beyond  his  reach. 

It  is  by  way  of  analogy  that  the  Socratic 
effort  applies  to  the  physician  and  gives  the 
final  ethical  principle,  that  of  sincere  effort. 
The  physician  must  continue  his  efforts  for 
his  patient’s  good  no  matter  if  the  outcome 
is  hopeless.  That  is,  as  Socrates  never  aban- 
doned his  efforts  to  the  end,  the  physician 
must  never  abandon  his  patient.  For  in  this 

( Continued  on  page  711) 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


In  childhood 
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Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma, 


hypotonic  reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions : Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizziness, 
vomiting,  pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema,  giant  urticaria, 
lethargy,  anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled,  ! 
are  as  follows: 


diarrheas . . . 


• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 
and... 


TABLETS/LIQUID 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL,  in  conjunction  with  specifically  indicated  medical 
management,  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteracts  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates1  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  Divito2  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  an'd  Beveridge2  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  Turnbull4  added  evidence  supporting  the 
beneficial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


Children:  Total  Daily  Dosage 

3-6  mo. . . . V2  tsp.*  t.i.d.  (3  mg.) . * | 

6-12  mo. . . V2  tsp.  q.i.d.  (4  mg.)  | | J 

1- 2yr V2  tsp.  5 times  daily  (5  mg.)  J jl  £ 5 

2- 5yr 1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8 yr 1 tsp.  q.i.d.  (8  mg.)  i 1 1 i 

8-12yr.  ...  1 tsp.  5 times  daily  (10  mg.)  | | | ^ | 

Adults: ....  2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d.  oa 

•Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 


References: 

I.  Senra  del  Valle,  A.;  Linfante  de  Rufinelli,  E.  B.; 

Brumetti,  E.,  and  Rossi,  R.  H.:  El  chlorhidrato  de 
difenoxilato  en  las  diarreas  infantiles,  Sem.  Med.  (Buenos 
Aires)  127: 475-484  (Oct.  4)  1965.  2.  Grinszpan,  I.  L.; 
Goldstein,  A.,  and  Divito,  J.:  El  chlorhidrato  de  difenoxilato 
en  las  diarreas  infantiles,  Sem.  Med.  (Buenos  Aires) 

725: 758-763  (Aug.  27)  1964.  3.  Harris,  M.  J.,  and  Beveridge, 

J. :  Diphenpxylate  in  the  Treatment  of  Acute  Gastro-Enteritis 
in  Children,  Med.  J.  Australia  2: 921-922  (Nov.  27)  1965. 

4.  Michener,  W.  M.;  Brown,  C.  H.,  and  Turnbull,  R.  B.,  Jr.: 
Ulcerative  Colitis  in  Children.  II.  Medical  and  Surgical 
Therapy,  Amer.  J.  Dis.  Child.  708:236-242  (Sept.)  1964. 
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Public  Health  — 


Fluoridation — A Means  of  Preventive 

Dentistry 

Studies  conducted  in  the  State  of  Virginia 
have  revealed  the  fact  that  various  waters 
used  by  the  public  continuously  contain 
certain  levels  of  natural  fluorides  from  trace 
amount  to  optimum  levels  of  1 p.p.m.  and 
up  to  amounts  as  much  as  10  p.p.m.  These 
findings  led  to  greater  efforts  by  the  State 
Health  Department  to  determine  where  and 
what  amount  of  fluorides  are  naturally  con- 
tained in  the  various  individual  and  public 
water  supplies. 

Based  on  the  hypothesis  that  water  borne 
fluorides  were  evidently  a causative  factor 
of  the  decreased  prevalence  of  decayed  teeth, 
further  studies  were  conducted  to  determine 
what  level  of  fluoride  contained  in  public 
water  supplies  would  give  the  maximum 
benefits  with  reduction  of  dental  caries  ex- 
perience without  any  systemic  ill-effects. 
Numerous  epidemiological  studies  con- 
ducted in  widely  separated  parts  of  the 
world  clearly  demonstrated  that  the  use  of 
fluoride  in  drinking  water  during  the  for- 
mative period  of  the  teeth  is  associated  with 
a 50-70  per  cent  reduction  in  dental  caries 
experience.  This  inverse  relationship  be- 
tween dental  caries  prevalence  and  fluorides 
in  the  drinking  water  approaches  its  maxi- 
mum at  a fluoride  (F)  concentration  of 
1.0  to  1.5  ppm,  a concentration  which  has 
been  established  as  the  minimal  threshold 
for  mottled  enamel  or  endemic  fluorosis. 
These  findings  led  to  the  proposal  that  op- 
timum amounts  of  supplemental  fluorides 
be  added  to  the  drinking  water  supply  as  a 
partial  caries-control  measure.  Virginia  be- 
came the  third  State  in  the  nation  to  insti- 
tute such  a program.  It  covers  90.4  per  cent 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

of  its  citizens  with  either  natural  or  added 
fluorides  in  the  drinking  water. 

The  physiology  of  fluorides  is  rather  well 
understood.  Ingested  fluorides  are  absorbed 
from  the  gastro-intestinal  tract  and  are  par- 
tially excreted  by  the  kidneys  and  partially 
stored  in  bone  or  developing  teeth.  One 
simplified  explanation  of  how  the  tooth 
enamel  is  protected  from  the  initial  pene- 
tration of  the  carious  lesion  is  as  follows: 
The  inorganic  component  of  the  enamel  is 
transformed  in  part  (during  the  develop- 
mental stages)  from  the  ordinary  calcium 
hydroxyapatite  crystals  to  calcium  fluora- 
patite  crystals.  The  latter  crystal  is  more 
insoluble  in  the  acids  formed  in  the  dental 
plaque. 

Ingested  fluorides  in  proper  amounts 
come  preferably  from  drinking  water,  but 
may  also  be  supplied  as  fluoride  supplements. 
Fluoride  supplements  are  classified  in  Group 
A by  the  Council  on  Dental  Therapeutics 
of  the  American  Dental  Association.  Group 
A includes  liquid  and  tablet  preparations 
which  have  been  accepted  by  the  Council 
and  are  listed  in  the  subsequent  edition  of 
Accepted  Dental  Therapeutics. 

The  Disease  Control  Branch  of  the  Divi- 
sion of  Dental  Health  of  the  United  States 
Public  Health  Service  recommends  the  use 
of  dietary  supplements  of  fluorides  for  chil- 
dren in  areas  where  the  fluoride  level  of  the 
water  supply  is  less  than  one-half  of  the 
recommended  optimum  level  for  the  area. 
These  supplements  must  be  obtained  on 
prescription  and  should  be  administered 
under  parental  supervision  during  the  years 
of  tooth  formation — from  infancy  until  at 
least  eight  to  ten  years  of  age. 

The  choice  of  which  type  of  fluoride  sup- 
plement to  use  is  strictly  a professional  one. 
Sodium  fluoride  in  liquid  or  tablet  form  has 
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the  distinct  advantage  of  being  amenable 
to  the  adjustment  of  daily  dosage  in  ac- 
cordance with  varying  levels  of  naturally 
occurring  fluorides  in  the  water  supply. 
Specific  directions  and  proper  prescription 
illustrations  are  available  in  the  Chapter  on 
Fluoride  Compounds  in  the  1966  edition  of 
Accepted  Dental  Remedies. 

A major  disadvantage  of  dietary  supple- 
mental fluorides  is  the  necessity  of  patient 
cooperation.  To  be  effective  this  intake 
must  be  consistent  and  continuous  for  a 
period  of  years.  For  this  reason  fluoride  has 
been  combined  with  vitamin  preparations. 
This  routine  administration  of  vitamin  sup- 
plements to  children  has  been  a frequent 
practice  of  physicians  for  more  than  two 
decades.  It  seems  feasible  that  in  families 


whose  water  supply  contains  less  than  0.1 
p.p.m.  of  fluoride,  children  could  receive 
a daily  dietary  fluoride  administered  in 
combination  with  their  vitamin  supple- 
ment. Some  laboratories  market  fluoride- 
vitamin  products  with  their  line  of  vita- 
mins. 

The  use  of  fluoride  vitamins  or  sodium 
fluoride  tablets  is  a method  by  which  the 
physician  can  participate  in  preventive  den- 
tistry on  a doctor-patient  relationship.  The 
State  Health  Department  will  test  the  pa- 
tient’s home  water  supply  for  natural  fluo- 
ride content  without  charge.  For  further 
information,  write  to:  Division  of  Dental 
Health,  Virginia  State  Health  Department, 
419  James  Madison  Building,  Richmond, 
Virginia  23219. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Sept. 

Sept. 

Jan.- 

Sept. 

Jan.- 

Sept. 

1968 

1967 

1968 

1967 

Brucellosis 

8 

4 

48 

35 

Diphtheria 

0 

0 

0 

0 

Hepatitis 

57 

43 

359 

586 

Meningitis  (Aseptic) 

16 

7 

85 

18 

Meningococcal  Infections  _ 

4 

2 

38 

39 

Poliomyelitis 

0 

0 

0 

0 

Rocky  Mt.  Spotted  Fever 

1 

6 

42 

29 

Rubella 

4 

6 

586 

643 

Rubeola 

9 

15 

309 

2194 

Streptococcal  Sore  Throat  _ 

_ 8+2 

823 

10566 

11068 

(including  Scarlet  Fever) 

Tularemia 

1 

0 

3 

0 

Typhoid  Fever 

0 

3 

7 

6 

Rabies  (in  animals) 

9 

4 

112 

182 

Venereal  Diseases 

Syphilis 

_ 130 

181 

1267 

1569 

Gonorrhea 

997 

1006 

7473 

7179 

Other 

1 

1 

11 

14 
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HOWARD  H.  ASHBURY,  M.D. 


New  Procedures  for  Admission  to  Mental 

Hospitals 

On  April  4,  1968,  the  General  Assembly 
of  Virginia  repealed  Title  37  of  the  Code 
of  Virginia  and  added  a new  title  numbered 
37.1  which  became  effective  on  October  1, 
1968.  This  change  is  far  reaching  and  rep- 
resents a great  step  forward  in  the  care, 
treatment  and  protection  of  the  mentally 
ill  and  the  mentally  retarded.  The  new  Code 
represents  a shift  from  judicial  to  medical 
emphasis  in  the  care  of  mental  patients;  a 
modernization  of  archaic  phraseology;  the 
encouragement  of  voluntary  admissions;  the 
integration  of  our  hospitals  and  clinics;  the 
protection  of  our  patients’  civil  rights  and 
privileges,  and  permission  for  Virginia  to 
enter  the  Interstate  Compact  which  recog- 
nizes the  importance  of  the  welfare  of  the 
patient,  regardless  of  his  prime  residency. 

Of  particular  interest  are  the  admission 
procedures  which  are  now  in  effect.  No 
longer  are  there  regular  commitments,  ad- 
missions for  temporary  care  and  treatment, 
observation  commitments,  and  emergency 
admissions.  Instead  patients  enter  the  hos- 
pital by  voluntary  admission,  medical  cer- 
tification, judicial  certification  and  by  de- 
tention. 

1.  Voluntary  Admission.  Any  hospital 
may  admit  as  a patient  any  person  request- 
ing admission  who,  having  been  examined 
by  a physician  on  the  staff  of  such  hospital, 
is  deemed  to  be  in  need  of  hospitalization  for 
mental  illness.  Any  such  person  under  the 
age  of  twenty-one  years  of  age  may  be  ad- 
mitted on  the  request  of  the  parent  or  any 
person  standing  in  loco  parentis  to  such 
infant. 

Ashbury,  Howard  H.,  M.D.,  Superintendent, 
Eastern  State  Hospital,  Williamsburg. 

Approved  for  publication  by  the  Commissioner, 
Department  of  Mental  Hygiene  and  Hospitals. 


If  application  is  made  to  the  superinten- 
dent of  a hospital  for  voluntary  admission, 
he  may  send  an  attendant  to  conduct  such 
person  to  the  hospital,  or  he  may  appoint 
some  suitable  person,  city  sergeant  or  sheriff 
to  convey  such  an  applicant  to  the  hospital. 
The  sheriff,  sergeant,  or  other  person  ap- 
pointed for  the  purpose  shall  receive  his 
necessary  expenses.  It  is  obvious  that  if  this 
permissive  legislation  is  utilized  that  volun- 
tary admissions  should  increase.  Addition- 
ally, the  statutes  relieve  the  hospitals  of  the 
responsibility  and  expense  of  bringing  pa- 
tients other  than  voluntary  ones  to  the 
hospital. 

Inasmuch  as  the  superintendent  of  each 
hospital  is  authorized  to  provide  transporta- 
tion for  applicants  seeking  voluntary  admis- 
sion I can  speak  only  for  Eastern  State  Hos- 
pital in  this  regard.  Those  seeking  admission 
to  other  hospitals  should  consult  the  respec- 
tive superintendents.  However,  it  is  antici- 
pated that  the  policy  followed  by  other 
hospitals  will  be  similar  if  not  identical.  The 
first  prerequisite  for  transportation  or  ad- 
mission as  a voluntary  patient  is  the  com- 
petence of  the  applicant.  Those  who  are 
under  the  influence  of  drugs,  intoxicated, 
immature,  senile  and/or  adjudicated  as  in- 
sane or  incompetent  cannot  be  admitted  as 
voluntary  patients.  At  Eastern  State  Hos- 
pital all  applicants  who  apply  directly  at 
the  hospital  will  be  evaluated  and  competent 
applicants  in  need  of  hospitalization  will  be 
admitted  forthwith.  Transportation  to  the 
hospital  will  be  provided  for  applicants  who 
are  recommended  by  a mental  hygiene  clin- 
ic. If  such  a recommendation  is  not  avail- 
able, a recommendation  from  a licensed 
physician  will  be  accepted.  It  should  be 
noted  that  mental  illness  does  not  in  itself 
imply  incompetence.  The  statutes  state  ex- 
plicitly that  "admission  of  any  person  to  a 
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hospital  shall  not,  of  itself  create  a presump- 
tion of  legal  incapacity  or  incompetency.” 
Persons  charged  with  or  convicted  of  crimes 
or  who  are  mentally  retarded  will  not  be 
received  at  Eastern  State  Hospital.  Persons 
outside  Region  3,  which  is  served  by  Eastern 
State  Hospital,  may  only  be  admitted  by 
order  of  the  Commissioner. 

2.  Medical  Certification.  Any  hospital 
may  admit  any  person  as  a patient  upon  re- 
ceipt of  a petition,  executed  by  such  person 
or  by  some  responsible  person  in  his  behalf. 
The  petition  shall  be  on  a form  prescribed 
by  the  State  Hospital  Board.  If  such  person 
is  under  the  age  of  twenty-one,  the  petition 
shall  be  executed  by  the  parent  or  any  per- 
son standing  in  loco  parentis. 

Such  a petition  shall  contain  a statement 
of  facts  upon  which  the  allegations  of  men- 
tal illness  and  need  for  hospitalization  are 
based  and  shall  be  accompanied  by  the  cer- 
tificates of  two  physicians  or  of  one  physi- 
cian and  one  licensed  clinical  psychologist 
who  are  not  related  to  or  have  any  interest 
in  the  estate  of  the  individual  for  whom  the 
petition  is  filed,  and  who  have  examined  the 
individual  not  more  than  fifteen  days  prior 
to  the  presentation  of  the  person  for  admis- 
sion. 

In  addition  each  such  petition  shall  con- 
tain an  endorsement  by  a justice,  as  defined 
in  Section  37.1-1,  stating  that  the  person  to 
be  admitted  as  a patient  has  been  informed 
of  his  right  to  a hearing  and  that  counsel 
represents  him.  If  requested  by  such  a per- 
son or  his  attorney,  the  justice  shall  sum- 
mons witnesses  and  hold  a hearing. 


3.  Judicial  Certification.  Any  justice  as 
defined  in  Section  37.1-1  shall  bring  before 
him  any  person  alleged  to  be  mentally  ill, 
upon  the  verified  petition  of  any  responsible 
person.  When  the  person  is  produced,  the 
justice  shall  inform  such  person  of  his  right 
to  a hearing  and  see  that  such  person  is  rep- 
resented by  counsel.  The  justice  will  hold 
a hearing  and  summon  witnesses  if  requested 
to  do  so  by  the  person  or  his  attorney.  If 
the  justice  shall  find  that  there  is  sufficient 
cause  to  believe  that  such  person  is  or  may 
be  mentally  ill,  he  shall  so  certify  and  order 
such  person  removed  to  the  hospital  or  other 
facility  designated  by  the  Commissioner. 

4.  Detention  by  Officers.  Any  officer  au- 
thorized to  make  arrests  may  detain  in 
protective  custody  any  person  conducting 
himself  in  a disorderly  manner  and  who 
reasonably  appears  to  be  mentally  ill.  The 
officer  shall  forthwith  bring  such  a person 
before  a justice,  as  defined  in  Section  37.1-1, 
or  other  person  authorized  to  issue  warrants, 
and  obtain  authorization  in  writing  to  re- 
move such  person  to  the  appropriate  hos- 
pital designated  by  the  Commissioner. 

Any  justice,  as  defined  in  Section  37.1-1, 
may  on  his  own  motion  issue  his  order  or 
authorization  in  writing  to  so  detain  any 
person  reported  to  him  to  be  mentally  ill 
and  in  need  of  detention  treatment. 

The  above  is  a condensation  of  a small 
part  of  Section  37.1  and  does  not  discuss 
the  multitude  of  details  which  fill  ten  chap- 
ters. It  is  offered  as  an  ad  hos  aid  in  facili- 
tating the  transition  from  Title  37.1  for 
those  responsible  for  the  hospitalization  of 
the  mentally  ill  after  October  1,  1968. 
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Diagnostic  Laboratory  Medicine  — 


HIM  Test  (Hepatitis-Infectious  Mono- 
nucleosis Antibody  Test) 

A test  for  the  detection  of  viral  hepatitis 
is  sorely  needed  to  help  in  differentiating 
the  many  etiologies  of  jaundice.  It  would 
be  of  use,  especially  in  preventing  surgery 
on  the  hepatitis  patient,  in  differentiating 
viral  jaundice  from  the  evermore  frequent 
drug-induced  jaundice.  But  most  important 
is  the  need  for  a method  of  detection  of 
carriers  of  serum  hepatitis  among  blood 
donors. 

The  HIM  test  was  designed  to  differen- 
tiate between  viral  hepatitis-infectious  mo- 
nonucleosis and  other  liver  diseases  and 
hopefully  to  detect  the  carrier  states  of  virus 
hepatitis. 

The  antigen  used  in  this  test  is  a virus 
isolated  in  tissue  culture  from  the  blood  of 
volunteers  with  icteric  hepatitis.  The  virus 
is  then  absorbed  on  latex  to  form  a reagent 
for  detecting  agglutinins  in  hepatitis  sera. 
The  sera  of  the  volunteers  prior  to  the  in- 
jection of  the  hepatitis  virus  showed  no  de- 
tectable antibody  to  the  HIM  antigen. 
However,  after  fourteen  days,  the  titers 
were  1 : 10  or  more  and  during  convalescence 
were  1:40  or  more. 

The  manufacturer  of  the  antisera  states 
that  the  agglutinin  was  demonstrated  in 
100%  of  81  cases  of  acute  viral  hepatitis 
and  in  100%  of  60  cases  in  infectious  mono- 
nucleosis. The  agglutinin  was  also  present 
in  20%  of  20,000  blood  donors. 

Weaver,  King  and  Brown  attempted  a 
clinical  evaluation  of  the  HIM  test  in  Oc- 
tober, 1966.  As  controls,  they  used  one 
hundred  specimens  of  sera  with  a negative 
serologic  test  for  syphilis  and  fifty  with 
one  or  more  reactive  serologic  tests  for 
syphilis.  Thirty-eight  per  cent  of  the  re- 
active serologies  gave  a positive  HIM  test 
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and  45%  of  the  negative  serologies  gave  a 
positive  HIM  test.  This  resulted  in  an  over- 
all 42%  positive  reaction  for  the  control 
sera. 

In  the  group  of  patients  with  viral  hepa- 
titis or  infectious  mononucleosis  68  or  73 
patients  had  a positive  HIM  test.  This  is  a 
90%  reactivity. 

Patients  with  hepatic  disease  other  than 
hepatitis  were  also  treated.  This  included 
diseases  such  as  cirrhosis  without  a history 
of  hepatitis,  obstructive  jaundice  and  drug- 
induced  hepatitis.  Thirty-seven  per  cent 
of  54  patients  in  this  category  had  a positive 
HIM  test. 

The  last  group  tested  were  71  patients 
with  no  known  hepatic  disease.  These  in- 
cluded functional  gastrointestinal  disease, 
other  systemic  diseases  and  hemolytic  ane- 
mias. Forty-one  per  cent  showed  a positive 
HIM  test. 

It  is  quite  obvious  from  the  above  infor- 
mation that  a positive  HIM  test  may  prove 
to  be  quite  useless.  However,  in  the  serum 
of  a jaundiced  patient,  a negative  HIM  test 
would  tend  to  exclude  hepatitis  or  infec- 
tious mononucleosis  as  the  cause  of  hepatitic 
disease. 

It  is  also  obvious  that  with  the  high  num- 
ber of  positive  tests  in  the  controls  and  the 
nonhepatic  disease  group  this  test  is  not 
practical  for  the  screening  of  blood  donors. 
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Minutes  of  Council. 

A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  on  Sunday,  September  15,  at 
Society  headquarters. 

Members  Present:  Dr.  Thomas  W.  Murrell,  Jr., 
President,  Dr.  F.  Ashton  Carmines,  Dr.  K.  K.  Wal- 
lace, Dr.  W.  Leonard  Weyl,  Dr.  Mack  I.  Shanholtz,  Dr. 
Harry  J.  Warthen,  Dr.  W.  Callier  Salley,  Dr.  Ray- 
mond S.  Brown,  Dr.  William  S.  Hotchkiss,  Dr.  Wil- 
liam R.  Hill,  Dr.  William  Grossmann,  Dr.  F.  H.  Mc- 
Govern, Dr.  Harry  B.  Stone,  Jr.,  Dr.  James  C. 
Respess,  Dr.  William  D.  Liddle,  Jr.,  Dr.  Carl  E.  Stark, 
and  Dr.  Carl  P.  Parker,  Jr. 

Others  Present:  Dr.  Dennis  P.  McCarty,  Dr. 
Thomas  S.  Edwards,  Dr.  W.  Linwood  Ball,  Dr.  Rus- 
sell M.  Cox,  Dr.  Kinloch  Nelson,  and  Dr.  Paul 
Doolan. 

Insurance  Claim  Forms 

Council  was  advised  that  the  Committee  on  Med- 
ical Service  had  given  much  consideration  to  the  pro- 
posed standard  claim  form  endorsed  by  the  Roanoke 
Academy  of  Medicine.  The  form  was  said  to  be  a 
bit  shorter  than  that  developed  by  the  Health  In- 
surance Council  in  cooperation  with  the  American 
Medical  Association.  The  Medical  Service  Committee 
had,  however,  seen  fit  to  recommend  two  minor 
amendments  having  to  do  with  total  and  partial  dis- 
ability. The  Committee  had  agreed  in  principle  with 
the  Roanoke  plan  as  well  as  the  form  in  its  amended 
version. 

Council  was  advised  that  representatives  of  the 
Health  Insurance  Council  were  not  in  favor  of 
abandoning  the  HIC-AMA  form  in  favor  of  those 
developed  at  state  and  local  levels.  Fear  was  ex- 
pressed that  this  might  only  aggrevate  the  problem. 
It  was  brought  out  that  the  current  HIC-AMA  form 
was  revised  quite  recently  and  was  utilized  by  ap- 
proximately 8 5 % of  the  principal  health  insurance 
underwriters  in  the  country. 

Also  brought  out  was  the  fact  that  The  Medical 
Society  of  Virginia  should  seriously  consider  sub- 
mitting any  thought  it  might  have  concerning  the 
form  to  the  AMA  Council  on  Medical  Service.  It 
could  also  consider  taking  the  matter  directly  to  the 
AMA  House  of  Delegates. 

Dr.  Beverley  B.  Clary,  representing  the  Committee 


on  Medical  Service,  stated  that  he  had  consulted  sev- 
eral insurance  officials  in  order  to  obtain  their  think- 
ing concerning  the  Roanoke  form.  They  also  voiced 
objections  to  the  possibility  of  having  to  work  with 
many  forms  in  many  states.  This,  in  their  opinion, 
would  make  processing  the  various  claims  a great 
deal  more  difficult.  Dr.  Clary  mentioned  that  the 
company  representatives  indicated  that  they  need 
very  much  to  have  the  physician’s  opinion  as  to  the 
date  of  onset  of  a particular  condition.  This  is  the 
only  way  that  built-in  controls  can  really  be  effective. 

Dr.  Clary  went  on  to  say  that  physicians  dislike 
having  to  fill  out  weekly  claim  forms  and  the  com- 
panies were  attempting  to  cut  down  on  this  type 
of  coverage  as  much  as  possible. 

The  feeling  was  expressed  that  the  difference  be- 
tween the  two  forms  in  question  is  really  not  too 
great.  There  was  also  some  discussion  as  to  whether 
physicians  should  be  responsible  for  making  a de- 
termination of  partial  or  total  disability. 

Dr.  Stark  then  moved  that  Council  recommend 
the  HIC-AMA  claim  form  to  members  of  The  Med- 
ical Society  of  Virginia.  The  motion  was  seconded. 

Dr.  Weyl  then  offered  an  amendment  which  would 
state  that  The  Medical  Society  of  Virginia  is  very 
much  in  favor  of  standard  claim  forms  and  urges 
component  medical  societies  not  to  make  changes  uni- 
laterally. The  amendment  ivas  accepted  and  Dr. 
Stark’s  motion  (as  amended ) adopted. 

Sales  Tax  on  Drugs 

Mr.  Miller  was  requested  to  report  on  the  drug 
tax  situation  and  what  possible  solutions  were  being 
proposed.  It  was  learned  when  the  original  sales  tax 
law  was  enacted  great  care  was  taken  to  include  the 
phrase  "dispensed  by  or  sold  on  prescription  of  . . .”. 
This,  in  the  opinion  of  most  everyone,  should  have 
taken  care  of  the  tax  problem  at  the  very  beginning. 
When  the  regulations  were  written,  however,  they 
considered  the  average  physician  to  be  a consumer 
who  must  pay  a tax  on  drugs  to  be  administered 
by  him.  Those  physicians  who  engaged  in  the  busi- 
ness of  selling  drugs  were  required  to  register  as 
dealers. 

Mr.  Miller  reported  on  meetings  with  Mr.  Morris- 
sett,  State  Tax  Commissioner,  in  an  effort  to  resolve 
the  tax  problem.  While  it  would  be  possible  for  the 
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Society  to  file  suit  for  a declaratory  judgment,  Mr. 
Miller  expressed  strong  doubt  that  such  action  would 
be  in  the  best  interest  of  the  Society  at  this  time.  He 
went  on  to  state  that  Mr.  Morrissett  had  invited  the 
Society  to  submit  its  thinking  on  the  matter  before 
the  tax  regulations  are  rewritten.  Consequently,  time 
has  now  become  a factor. 

Mr.  Miller  then  presented  a proposed  revision  of 
those  regulations  having  to  do  with  the  handling  of 
drugs  by  physicians.  The  revision  would — 

1.  Require  physicians  to  maintain  records  but 
not  necessarily  prescriptions;  and, 

2.  Establish  two  categories — namely,  the  admin- 
istering and  selling  of  drugs.  Those  drugs  con- 
sumed in  the  physician’s  office  would  be  con- 
sidered to  be  administered  and  thereby  subject 
to  the  tax.  Those  not  administered  in  the 
physician’s  office  would  not  be  subject  to  the 
tax. 

The  revised  regulations  would  also  provide  for 
those  physicians  engaged  in  the  business  of  selling 
drugs  to  register  as  dealers.  Those  who  do  not  en- 
gage in  the  business  of  selling  drugs  could  obtain 
a special  form  from  the  Tax  Commissioner  by  which 
they  might  certify  their  exempt  status. 

It  was  agreed  that  while  our  present  law  is  gen- 
erally favorable,  the  regulations  have  proved  un- 
favorable to  many  physicians.  Mr.  Miller’s  proposed 
revision  would  seem  to  solve  the  problem  of  obtaining 
a certificate  of  exemption. 

A motion  by  Dr.  Parker  requesting  Mr.  Miller  to 
proceed  with  his  efforts  to  obtain  acceptance  of  his 
proposed  revision  was  seconded  and  adopted. 

Bond  Issue 

Dr.  Nelson  asked  the  cooperation  of  Council  in 
promoting  passage  of  the  two  bond  issues  which  come 
before  the  citizens  of  Virginia  in  November.  He 
stated  that  Virginia  would  be  in  a difficult  position 
where  mental  health  and  education  are  concerned  if 
the  issues  do  not  pass.  Dr.  Nelson  went  on  to  say 
that  there  has  apparently  been  too  little  discussion 
of  the  fact  surrounding  the  issues  and  feels  that 
something  must  be  done  to  impress  upon  the  people 
the  urgency  of  the  matter. 

Regional  Medical  Program 

Dr.  Murrell  briefly  reviewed  his  efforts  during  the 
past  year  to  involve  the  Society  as  much  as  possible 
in  the  Regional  Medical  Program  (Heart,  Cancer, 


Stroke) . He  reported  that  the  Society’s  Heart,  Can- 
cer, Stroke  Committee  had  been  designated  the  Proj- 
ects Review  Committee  for  the  Program  and  had 
already  met  on  two  occasions.  It  was  his  feeling  that 
there  now  exists  a need  for  a policy  guiding  commit- 
tee within  the  Regional  Medical  Program  which 
would  have  as  its  purpose  the  assurance  of  more  in- 
volvement by  physicians  in  every  corner  of  the 
State.  Dr.  Murrell  went  on  to  state  that  the  Re- 
gional Medical  Program  is  designed  for  practicing 
physicians  and  that  the  Governor  is  now  aware  of 
their  great  interest. 

In  pointing  out  the  opportunity  under  the  Pro- 
gram for  effective  continuing  education,  Dr.  Mur- 
rell indicated  that  the  State  Board  of  Medical  Exam- 
iners is  also  quite  interested  in  making  sure  that 
Virginia  physicians  maintain  a high  level  of  com- 
petence. One  member  of  the  Board  has  expressed  the 
hope  that  something  might  be  worked  out  in  the  area 
of  special  continuing  education  programs  leading 
ultimately  to  testing.  Dr.  Murrell  expressed  strong 
opposition  to  recertification  and  said  that  our  answer 
must  be  to  encourage  every  physician  to  do  his  ut- 
most to  continually  upgrade  patient  care. 

Dr.  Cox  stated  that  the  Board  of  Medical  Exam- 
iners is  indeed  interested  in  continuing  education 
since  it  is  responsible  for  determining  whether  phy- 
sicians are  competent  to  practice  quality  medicine 
in  Virginia.  Attention  was  called  to  the  fact  that 
a number  of  specialties  offer  voluntary  programs  and 
examinations  to  their  members  at  the  present  time. 

First  Vice-President 

Over  the  years  it  has  become  more  or  less  tradi- 
tional for  the  Chairman  of  the  Local  Committee  on 
Arrangements  to  be  nominated  for  the  office  of  First 
Vice-President.  Although  these  physicians  have  al- 
ways been  able  and  dedicated  men,  there  has  been 
some  thought  concerning  the  advisability  of  chang- 
ing this  time-honored  procedure.  The  feeling  has 
been  expressed  that,  normally,  our  Chairmen  of  Ar- 
rangements do  not  have  the  experience  gained  only 
by  having  served  on  Council  and  key  committees. 

Discussion  brought  out  the  fact  that  only  a few 
cities  in  Virginia  are  capable  of  handling  an  annual 
meeting.  This  means  that  some  areas  of  the  State 
are  never  represented  by  a First  Vice-President. 
There  was  some  thought,  however,  that  the  present 
system  should  be  retained  since  it  serves  to  develop 
new  officer  material. 

It  was  suggested  that  perhaps  the  matter  could 
be  resolved  by  amending  the  By-laws  in  such  manner 
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that  the  President-Elect  would  automatically  be  ele- 
vated to  the  Presidency  should  the  unforeseen  occur. 
Some  believed  that  the  matter,  in  the  final  analysis, 
was  one  for  the  Nominating  Committee  to  work  out 
according  to  its  own  good  judgment.  Another  sug- 
gestion would  have  the  Chairman  of  Arrangements 
attend  all  meetings  of  Council  by  way  of  preparing 
himself  for  the  following  year. 

Dr.  Salley  expressed  the  hope  that  action  on  the 
matter  could  be  delayed  until  members  of  Council 
could  discuss  the  pros  and  cons  with  their  Delegates. 
It  was  agreed  that  this  would  be  advisable  and  that 
further  consideration  be  given  the  matter  on  Oc- 
tober 13. 

Conference  on  Comprehensive 
Health  Planning 

As  a result  of  meetings  between  the  Society’s 
Liaison  Committee  to  the  Virginia  Hospital  Associa- 
tion and  representatives  of  VHA,  plans  had  been 
made  for  a Statewide  Conference  on  Comprehensive 
Health  Planning.  Because  of  a communications  over- 
sight Council  had  not  been  advised  of  the  proposed 
Conference.  When  he  became  aware  of  this,  Dr. 
Murrell  met  with  members  of  the  Governor’s  Ad- 
visory Council  and  learned  that  the  Conference, 
originally  planned  for  September  26,  was  probably 
premature.  Consequently,  the  Conference  was  can- 
celed with  the  understanding  that  it  would  be  pre- 
sented at  a more  appropriate  time. 

Dr.  Murrell  took  this  occasion  to  report  that  the 
proposed  comprehensive  survey  of  medical  services 
and  facilities  in  Virginia  had  been  sidetracked  because 
of  funding  difficulties.  He  expressed  the  hope,  how- 
ever, that  the  program  for  Comprehensive  Health 
Planning  would  carry  on  in  this  regard. 

Dr.  Grossman,  recently  appointed  Chairman  of 
the  Governor’s  Advisory  Council  on  Comprehensive 
Health  Planning,  stated  that  the  program  is  designed 
to  bring  order  out  of  what  is  now  a confused  situa- 
tion. It  will  bring  all  aspects  of  health  service  under 
one  responsible  body.  He  stressed  that  funds  avail- 
able under  Comprehensive  Health  Planning  must 
supplement  existing  programs — not  supplant  them. 
The  program  will  be  State-administered  which  means 
that  the  planning  will  be  done  here  rather  than  in 
Washington.  Dr.  Grossmann  said  that  medicine  has 
a very  real  responsibility  where  comprehensive  health 
planning  is  concerned  and  is  counting  on  The  Med- 
ical Society  of  Virginia  to  become  actively  involved. 

In  discussing  the  Governor’s  Advisory  Council 
it  was  learned  that  over  5 0%  of  its  members  must 


represent  consumers.  The  other  members  are  di- 
vided among  the  various  providers  of  health  care. 
When  some  fear  was  voiced  that  the  Advisory  Coun- 
cil would  be  overloaded  with  those  not  qualified  to 
make  decisions  concerning  health  matters,  it  was 
pointed  out  that  Virginia  is  fortunate  in  having  an 
unusually  knowledgeable  group  of  consumer  repre- 
sentatives. All  of  them  have  worked  with  health 
agencies  and  groups  over  a long  period  of  time. 

Dr.  Murrell  indicated  that  he  would  appoint  a 
Special  Liaison  Committee  on  Comprehensive  Health 
Planning  and  this  should  help  insure  Society  involve- 
ment. 

Dr.  Grossmann  then  suggested  that  the  proposed 
Conference  on  Comprehensive  Health  Planning  be 
scheduled  for  the  spring  of  1969.  It  was  brought 
out  that  the  average  physician  knows  little  about 
comprehensive  health  planning  and  that  every  effort 
must  be  made  to  educate  him  concerning  its  impor- 
tance. Dr.  Grossmann  went  on  to  say  that  this  is 
a long-range  program  and  does  not  require  any  mad 
rush  at  the  very  beginning.  Guidelines  have  not 
been  established  and  the  Advisory  Council  will  ex- 
ercise great  care  in  the  program’s  development. 

There  was  some  thought  that  local  medical  so- 
cieties should  become  involved  as  soon  as  possible 
with  comprehensive  health  planning — particularly  in 
the  organization  of  local  planning  councils.  These 
planning  Councils,  when  duly  authorized,  will  un- 
doubtedly wield  considerable  influence  and  power  in 
the  months  and  years  ahead. 

It  was  agreed  that  a Spring  Conference  on  Com- 
prehensive Health  Planning  was  in  order  and  that  the 
Virginia  Hospital  Association  should  be  informed 
as  soon  as  possible. 

Adoption  Laws 

The  Society’s  Committee  on  Child  Health  has 
recommended  that  Council  place  the  Society  on  rec- 
ord to  the  effect  that  all  adoptions  should  be  proc- 
essed through  an  accredited  adoption  agency.  It  seems 
that  many  babies  are  being  adopted  through  attorneys 
and  only  a ten-day  waiting  period  is  required  at  the 
present  time.  The  Committee  feels  that  neither  the 
prospective  parents  nor  the  child  is  adequately  pro- 
tected under  existing  conditions. 

Council  believed  the  Committee's  recommenda- 
tion to  be  entirely  reasonable  and  a motion  of  ap- 
proval teas  seconded  and  adopted. 

Sex  Education 

The  Committee  on  Child  Health  also  asked  Coun- 
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cil  to  give  its  support  to  a program  of  sex  education 
in  Virginia  schools.  The  Committee  has  reason  to 
believe  that  most  parents  favor  such  courses  pro- 
vided they  are  well  planned  and  presented  at  a fairly 
high  grade  level. 

It  was  agreed  that  such  courses  must  be  done  right 
from  the  very  beginning.  Otherwise,  more  harm 
than  good  would  result.  It  was  mentioned  that  the 
State  Department  of  Education  has  been  making  a 
sincere  attempt  to  obtain  qualified  instructors. 

Dr.  Stark  then  offered  a motion  calling  for  The 
Medical  Society  of  Virginia  to  support  sex  education 
in  Virginia  schools  provided  the  program  is  well 
planned  and  properly  presented.  The  motion  teas 
seconded  and  adopted. 

Physical  Examination  Forms 

Council’s  attention  was  called  to  the  many  differ- 
ent types  of  physical  examination  forms  being  used 
over  the  State.  Most  of  them  are  quite  lengthy  and 
time-consuming  and  the  Committee  on  Child  Health 
has  expressed  the  hope  that  Council  will  approve  the 
form  designed  by  the  American  Academy  of  Pedia- 
trics. It  was  agreed  that  there  does  exist  a need  for 
a standard  form  in  the  various  school  districts  over 
the  State. 

Since  there  were  some  unanswered  questions  with 
reference  to  the  form  currently  recommended  by  the 
American  Academy  of  Pediatrics,  it  was  decided  that 
the  matter  should  be  referred  back  to  the  Com- 
mittee on  Child  Health  with  the  recommendation 
that  it  obtain  the  thinking  of  the  Virginia  Pediatric 
Society.  A motion  to  this  effect  was  seconded  and 
adopted. 

Retirement  Plan 

The  administrator  of  the  Society’s  Keogh-qualified 
retirement  program  has  reported  considerable  interest 
on  the  part  of  participants  in  taking  benefit  distri- 
bution in  the  form  of  United  States  Retirement  Plan 
Bonds.  It  was  his  feeling  that  the  plan  could  be 
improved  by  making  such  distribution  possible. 

The  following  resolution  was  then  adopted 

"Resolved  that  in  accordance  with  Article  VIII 
of  The  Medical  Society  of  Virginia  Members  Re- 
tirement Plan  Trust,  the  Trust  is  hereby  amended 
by  adding  the  following  to  Article  II,  Paragraph 
7: 

"(c)  To  purchase  United  States  Retirement 
Plan  Bonds,  described  in  Section  405(d)  of  the 
Internal  Revenue  Code,  at  the  request  of  any 


participant  who  wishes  to  take  distribution  of 
all  or  part  of  his  account  in  this  manner,  to  the 
extent  purchase  of  such  Bonds  is  permitted 
under  the  law.” 

Woman’s  Auxiliary 

Dr.  Wallace  reported  that  the  Auxiliary  is  ex- 
tremely interested  in  sponsoring  Health  Career  Clubs 
over  the  State  and  would  like  to  have  The  Medical 
Society  of  Virginia  join  with  it  in  such  an  effort. 
He  went  on  to  say  that  two  Auxiliary  chapters 
have  a 100%  membership  and  should  be  recognized 
in  some  appropriate  fashion. 

Dr.  Wallace  also  reported  that  the  Auxiliary  wishes 
very  much  to  publish  an  appropriate  newsletter.  It 
will,  however,  need  some  financial  assistance  if  this 
objective  is  to  be  realized.  The  total  cost  of  the 
project  was  estimated  at  $800.00 — $300.00  being  for 
postage  alone. 

Council  was  advised  that  the  Virginia  Council  on 
Health  and  Medical  Care  has  recently  issued  a mem- 
orandum to  the  effect  that  it  is  now  chartering 
Health  Career  Clubs  in  Virginia.  It  was  agreed  that 
conflict  with  the  Virginia  Council  should  be  avoided 
if  at  all  possible. 

Dr.  Grossmann  expressed  an  opinion  that  the 
matter  of  health  careers  might  well  fall  within  the 
realm  of  comprehensive  health  planning  and  sug- 
gested that  consideration  be  given  to  referring  the 
problem  to  the  new  Office  of  Comprehensive  Health 
Planning. 

A motion  was  then  introduced  by  Dr.  Hotchkiss 
which  would  have  the  matter  of  Health  Career 
Clubs  referred  to  the  Office  of  Comprehensive  Health 
Planning.  The  motion  was  seconded. 

Following  considerable  discussion  it  was  suggested 
that  a conference  be  arranged  between  Auxiliary 
officials  and  Mrs.  Jesse  T.  Davidson,  Jr.,  President, 
Virginia  Council  on  Health  and  Medical  Care,  for 
the  purpose  of  discussing  Health  Career  Clubs  and 
the  role  of  each  group.  A substitute  motion  to  this 
effect  was  then  seconded  and  adopted. 

Another  motion  was  then  introduced  which  would 
recommend  to  the  Finance  Committee  that  $500  be 
included  in  next  year’s  budget  for  the  purpose  of  as- 
sisting the  Auxiliary  in  the  publication  of  its  news- 
letter. The  motion  was  seconded  and  carried . 

Cost  of  Medical  Care 

Dr.  Hotchkiss  called  attention  to  a recent  resolu- 
tion adopted  by  the  Roanoke  Academy  of  Medicine 
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on  the  increasing  costs  of  medical  care.  He  noted 
that  similar  resolutions  have  been  considered  by 
AMA  and  called  attention  to  the  fact  that  physicians 
are  often  unjustly  accused  of  being  responsible  for 
the  increase  in  the  cost  of  medical  care. 

It  was  Dr.  Hotchkiss’  feeling  that  the  Society 
should  challenge  labor  leaders  to  join  in  a campaign 
designed  to  keep  fees  and  wages  at  present  levels. 
He  presented  a proposed  letter  which  he  believed 
should  be  sent  to  the  proper  parties  immediately 
when  irresponsible  and  misleading  charges  are  pub- 
licized by  the  various  news  media. 

There  was  a great  deal  of  discussion  on  this  par- 
ticular matter  and  it  was  generally  agreed  that  some 
effective  educational  program  should  be  developed. 
The  value  of  speakers  bureaus  was  discussed  and  Dr. 
Warthen  felt  that  the  pages  of  the  Virginia  Medical 
Monthly  could  be  used  to  provide  facts  and  figures 
which  individual  physicians  could  use  in  refuting 
unwarranted  claims. 

The  thought  was  expressed  that  the  Society  should 
be  careful  not  to  put  itself  in  a bad  light  where  the 
majority  of  union  members  are  concerned. 

A motion  was  then  offered  by  Dr.  Weyl  calling 
for  the  Medical  Service  Committee  to  make  a study 
of  health  care  costs  in  Virginia  and  prepare  a formal 
report  for  the  Society.  The  motion  was  seconded. 

Following  approval  of  an  amendment  by  Dr.  Stark 
directing  that  all  available  information  on  the  sub- 
ject be  obtained  from  AMA,  Dr.  Weyl’s  motion  was 
adopted. 

The  Medical  Society  of  Virginia  Delegates  to  AMA 
were  requested  to  discuss  Dr.  Hotchkiss’  proposed 
letter  with  AMA  officials  during  the  interim  session 
at  Miami. 

Student  AMA 

Dr.  Murrell  reported  that  the  Society  had  worked 
closely  with  the  Student  AMA  Chapter  at  the  Medi- 
cal College  of  Virginia  and  had  assisted  in  arranging 
some  extremely  interesting  programs.  He  believed 
that  the  Society  should  continue  to  cooperate  in  every 
way  possible — including  financial  assistance.  Student 
AMA  officers  have  a number  of  ambitious  plans  for 
the  coming  year  and  Dr.  Murrell  recommended  that 
$500  be  appropriated  for  their  use. 

A motion  by  Dr.  Weyl  that  Council  recommend 
to  the  Finance  Committee  a special  appropriation  of 
$500  for  the  Student  AMA  Chapter  at  the  Medical 
College  of  Virginia  was  seconded  and  adopted. 


Rules  of  Procedure 

Each  year  Council  is  asked  to  study  the  Rules  of 
Procedure  for  the  House  of  Delegates  and  suggest 
possible  improvements.  There  was  some  discussion 
about  possible  time  limits  for  those  appearing  before 
the  various  Reference  Committees.  It  was  generally 
agreed,  however,  that  everyone  should  be  given  as 
much  time  as  they  might  need  to  present  their  ar- 
guments. This  could  save  a great  deal  of  time  on 
the  floor  of  the  House. 

Dr.  Salley  explained  why  it  was  necessary  to  have 
amendments  to  Reference  Committee  recommenda- 
tions presented  in  writing  to  the  Speaker.  Only  in 
this  manner  could  the  proposed  amendments  be 
handled  effectively. 

Although  no  changes  were  suggested,  members 
of  Council  were  requested  to  continue  to  give  the 
Rules  of  Procedure  their  very  careful  consideration. 

Title  XIX 

Dr.  Grossmann  advised  Council  that  a meeting  of 
the  Advisory  Committee  on  Title  XIX  would  soon 
be  held  to  review  general  guidelines  for  the  program. 
These  guidelines  will  have  to  do  with  such  matters 

as — 

1.  Payment  of  the  physician’s  fee  as  billed; 

2.  Effective  case  management; 

3.  Effective  utilization  of  all  facilities; 

4.  Elimination  of  drug  formularies;  and, 

5.  The  role  of  The  Medical  Society  of  Virginia 
in  quality  control. 

With  reference  to  the  last  item,  the  hope  was 
expressed  that  the  Society  could  make  its  Review 
Committee  available  to  the  program  and  also  assist 
in  the  education  of  its  members  concerning  the  ne- 
cessity for  providing  adequate  care  in  an  economical 
a manner  as  possible. 

Dr.  Murrell  took  this  occasion  to  advise  Council 
of  problems  encountered  by  Travelers  in  administer- 
ing Part  A of  Title  XVIII.  Meetings  have  been  held 
with  representatives  of  Travelers  and,  from  this  point 
on,  the  Society  will  make  its  Review  Committee 
available  where  special  problem  cases  are  concerned. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Thomas  W.  Murrell,  Jr.,  M.D.,  President 
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Womans  Auxiliary  — 


Know  Your  President. 

The  most  capable  leaders  are  often  chosen 
from  the  ranks  of  the  busiest  people.  Mrs. 
Robert  Daniel  Keeling,  newly  elected  presi- 
dent of  the  Woman’s  Auxiliary  to  The  Med- 
ical Society  of  Virginia,  belongs  in  this  cate- 
gory. Wife  of  a South  Hill  physician,  Dr. 
Robert  Daniel  Keeling,  Dorothy,  the  daugh- 
ter of  Ethel  Wheeler  and  the  late  Frederick 
A.  Quinn,  was  born  in  Richmond. 

Known  to  her  friends  as  Dot,  Mrs.  Keel- 
ing brings  to  the  office  of  President  a special 
talent  for  getting  things  done.  The  brevity 
of  her  nickname  seems  indicative  of  her 
particular  skill  for  cutting  through  ad- 
ministrative red  tape  and  "getting  down  to 
business”  with  remarkable  speed  and  effi- 
ciency. 

With  experience  gained  in  a widely  di- 
versified field  of  activities — educationally, 
professionally  and  socially — Mrs.  Keeling 
looks  forward  to  the  challenges  of  her  new 
office.  Of  her  program  for  the  coming  year, 
she  comments,  "With  the  assistance  of  so 
many  capable  helpers,  and  the  guidance  of 
past  officers,  I am  looking  forward  to  a 
wonderful  year  for  the  Woman’s  Auxiliary 


to  The  Medical  Society  of  Virginia.  We  will 
be  emphasizing  programs  related  to  Chil- 
dren and  Youth.”  Her  major  goals  for  the 
year  will  be  in  accordance  with  those  of  the 
National  Auxiliary,  geared  to  the  needs  of 
the  Youth  of  Virginia  in  fields  where  the 
auxiliary  may  work. 

Married  while  her  husband  was  a student 
at  Medical  College  of  Virginia  where  he 
earned  his  degree  in  Pharmacy  and  Medi- 
cine, Dot  was  a member  of  the  Dames  Club, 
a nationally  affiliated  organization  of  Med- 
ical Students’  Wives.  During  this  period, 
she  taught  biology  and  general  science  in  the 
public  school  system  of  Henrico  County.  She 
had  been  educated  in  Richmond  schools, 
attended  Averett  College  where  she  was  a 
student  in  music  and  pipe  organ  study  and 
earned  her  Bachelor  of  Arts  Degree  at  West- 
hampton  College,  University  of  Richmond. 
It  was  during  her  husband’s  student  days 
that  she  served  as  organist  in  a large  Rich- 
mond church  and  was  active  in  musical 
circles  in  the  city. 

During  Dr.  Keeling’s  residency  and  his 
training  in  Ear  Nose  Throat  and  Internal 
Medicine,  then  later  when  he  served  as  Chief 
Medical  Officer  aboard  the  USS  Amphion, 
the  Keelings  resided  in  Norfolk.  When  Dr. 
Keeling  decided  to  move  to  South  Hill  to 
take  over  the  general  practice  of  the  late 
Dr.  C.  V.  Montgomery,  Dorothy — a city 
girl — readily  adapted  to  the  distinctly  dif- 
ferent pace  of  "delightful  country-town 
living”.  "About  this  time,”  she  laughed, 
"our  family  began  to  grow  and  grow.”  R. 
Dan,  II,  a graduate  of  Hampden-Sydney 
College  and  now  in  Officers  Candidate 
School,  was  joined  by  a sister,  Dorothy 
Diane,  now  a freshman  at  Averett  College. 
Later,  another  sister,  Gloria  Ruth,  a brother, 
Warren  Frederick,  and  still  another  sister, 
Barbara  Maria,  were  welcomed  into  the 
Keeling  family.  Of  this,  their  mother  added, 
"Just  as  I finally  began  to  understand  the 
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problems  of  the  very  young,  I found  myself 
with  a household  full  of  teen-agers,  and  a 
whole  new  set  of  crises.”  Dot’s  theories 
about  rearing  children  are  closely  wrapped 
up  with  the  necessity  of  keeping  an  open 
line  of  communication  between  parents  and 
children. 

With  the  Keelings,  group  projects  seem  to 
happen  spontaneously.  Mention  music,  and 
everybody  is  ready  to  participate.  The  fact 
that  Dorothy  is  a gifted  pianist  and  organist 
doesn’t  seem  to  inhibit  the  rest  of  the  fam- 
ily. Father,  Mother  and  children  often 
gather  around  the  "grand”  and  enjoy  a 
music  fest  which  will  more  than  likely  at- 
tract half  the  neighborhood  children  who 
want  to  join  in  the  fun.  A household  that 
radiates  as  much  fun  and  good  cheer  as  the 
Keelings  is  a natural  mecca  for  neighbor- 
hood youth  of  all  ages. 

As  for  camping  and  fishing,  they  might 
hold  the  drop  of  a hat  record  for  packing 
duffle  bag  and  tackle.  Antique  hunting — 
whether  it  be  for  old  clocks,  ancient  musical 
instruments  or  Bonnie  and  Clyde  "get-away 
cars” — is  another  hobby  that  involves  the 
whole  family. 

As  concerned  with  community  as  she  is 
with  family,  Dot  has  always  felt  it  impor- 
tant to  take  an  active  part  in  civic  matters 
which  so  directly  affect  each  individual 
member  of  the  Keeling  household.  She  has 
held  the  office  of  President  of  the  Park  View 
High  School  Parent  Teachers  Association, 
and  for  many  years  served  on  executive 
committees  of  this  group  both  locally  and 
in  the  Staunton  River  District.  During  the 
past  three  years,  Mrs.  Keeling  has  been  a 
member  of  the  Board  of  Directors  of  the 
South  Hill  Civic  Commission.  She  has  served 
as  Mecklenburg  County  Chairman  for  the 
Heart  Association.  At  present,  she  repre- 
sents her  area  on  the  Miller  and  Rhoads  Area 
Customer  Council. 

Dot  is  a charter  member  of  the  Old  Belt 
Medical  Auxiliary  which  draws  its  member- 
ship from  three  Southside  Counties — Bruns- 
wick, Lunenburg  and  Mecklenburg.  She 


was  this  group’s  first  President.  In  the 
Woman’s  Auxiliary  to  The  Medical  Society 
of  Virginia,  she  has  served  as  Chairman  of 
Mental  Health,  Safety,  and  Today’s  Health. 
Prior  to  her  election  to  the  highest  office  in 
the  State  Auxiliary,  she  held  the  offices  of 
Recording  Secretary,  First  Vice-President 
and  President-Elect.  In  the  office  of  Presi- 
dent-Elect, Dot  has  visited  most  of  the 
County  Auxiliaries  in  order  to  become  bet- 
ter oriented  for  her  year  as  President.  She 
also  visited  the  Washington  Medical  So- 
ciety’s Auxiliary  and  the  West  Virginia 
Medical  Society’s  Auxiliary  as  a guest.  The 
entire  Keeling  family  traveled  to  San  Fran- 
cisco to  attend  the  American  Medical  As- 
sociation’s Annual  Convention  where  Dr. 
Keeling  attended  lectures  and  Dot  served 
as  one  of  the  seven  auxiliary  delegates  from 
Virginia. 

Active  in  local  service  clubs,  Dot  is  cur- 
rently First  Vice  President  of  the  South  Hill 
Woman’s  Club  and  is  a member  of  the  Hill- 
crest  Garden  Club.  Despite  her  busy  sched- 
ule which  includes  the  directorship  of  the 
music  department  at  a private  school  in 
Southside  Virginia,  and  membership  in  the 
choir  of  the  First  Baptist  Church  of  South 
Hill,  she  always  finds  time  to  act  as  substi- 
tute organist  for  the  many  churches  in  her 
area. 

Somehow,  Dot  also  finds  time  for  the 
drama  coaching  and  costume  designing 
brought  to  her  by  her  own  and  other  tal- 
ented youngsters  who  are  invited  to  partic- 
ipate in  a never-ending  round  of  beauty 
pageants  and  school  theatrical  productions. 

With  an  awareness  and  a concern  for  the 
special  challenges  that  confront  the  physi- 
cian and  his  entire  family,  Mrs.  Keeling  said, 
"Through  the  combined  efforts  of  all  the 
members  of  The  Woman’s  Auxiliary  to  The 
Medical  Society  of  Virginia,  our  organiza- 
tion may  help  to  find  new  solutions  to  aid 
the  physician  on  his  way  and  thereby,  help 
lead  the  profession  to  even  greater  accom- 
plishments than  those  already  achieved.  We 
recognize  ourselves,  the  Physicians  Wives, 
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as  being  a bridge  between  the  medical  pro- 
fession and  the  layman.” 

— Claire  Calhoun  Locks 

Installation  of  New  Officers  and  Pre- 
sentation of  Awards.  . . . 

In  addition  to  installing  Mrs.  Keeling  as 
President,  Mrs.  C.  C.  Long,  President  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  installed  the  following 
new  officers  at  the  October  14th  Awards 
luncheon: 

President-Elect — Mrs.  Joseph  M.  Straughan, 
Wise 

First  Vice  President — Mrs.  William  Rear- 
don, McLean 

Second  Vice  President — Mrs.  Carl  Stark, 
Wytheville 

Third  Vice  President — Mrs.  Reuben  Simms, 
Richmond 

Recording  Secretary — Mrs.  Harold  Wil- 
liams, Newport  News 

Corresponding  Secretary — Mrs.  Donald  F. 
Fletcher,  Jr.,  Atlantic 

Treasurer — Mrs.  Herbert  W.  Rogers,  Nor- 
folk 

Directors — 

Mrs.  Daniel  Anderson,  Norfolk 
Mrs.  A.  Broaddus  Gravatt,  Kilmarnock 
Mrs.  Ralph  R.  Landis,  Danville 

Mrs.  George  Kelly,  Awards  Chairman, 
presented  the  following  awards  for  out- 
standing work  for  A.M.A.-E.R.F.,  Health 
Careers  and  Community  Service.  The  award 
for  A.M.A.-E.R.F.  went  to  the  Norfolk 
Auxiliary — Mrs.  Aubrey  Shelton,  Chair- 
man. Mrs.  Shelton  worked  extremely  hard 
in  finding  projects  for  fund  raising  that 
would  appeal  to  the  Auxiliary  members 
such  as  professional  make-up  sessions  and 
discounts  at  several  shops.  In  1967  they 
raised  $1,000.00  and  in  1968  $1,222.50. 
This  contribution  represents  a little  more 
than  one-fifth  of  the  amount  contributed 
by  the  whole  State.  . . . The  Woman’s  Aux- 


iliary to  the  Richmond  Academy  of  Medi- 
cine was  the  winner  of  the  Health  Careers 
Award.  Mrs.  Adney  K.  Sutphin  is  the 
Health  Careers’  Chairman.  The  Richmond 
Auxiliary  sponsors  five  Future  Nurse’s  Clubs 
in  their  area.  They  offer  a total  of  $2,600 
in  scholarships  and  loans — $300  for  girls 
going  into  nursing;  $2,300  for  Grant-In- 
Aid  program  at  the  Medical  College  of 
Virginia.  This  grant-in-aid  is  given  to  any 
student  or  students,  intern  or  resident 
studying  toward  a medical  career.  Oppor- 
tunities in  Health  Careers  have  received 
publicity  in  local  school  papers  and  also  in 
floats  used  in  homecoming  parades.  The 
Richmond  Auxiliary  supported  student  en- 
tertainment, especially  during  Student 
Nurse  Week.  Field  trips  to  the  University 
of  Virginia  and  the  Medical  College  of  Vir- 
ginia were  conducted  by  the  Auxiliary.  For 
outstanding  contributions  in  the  field  of 
Community  Health,  the  Roanoke  County 
Auxiliary  was  the  winner.  They  assisted 
in  the  registering  and  screening  of  nearly 
9,000  indigent  children  to  immunize  them 
against  measles.  They  contributed  to  the 
Speech  and  Hearing  Center  . . . participated 
in  a survey  on  Accidents  in  the  Home  with 
the  local  Safety  Council  and  published  a 
news  letter  report  on  comprehensive  reha- 
bilitation program  being  instituted  by  the 
Goodwill  Industries  to  inform  their  mem- 
bers. The  Auxiliary  also  had  a program  on 
"The  Regional  Medical  Program  for  Heart 
Disease,  Cancer,  Stroke  and  Related  Dis- 
eases”. 

Mrs.  Nash  Thompson,  Councilor  to 
Southern,  presented  to  the  Auxiliary  a silver 
Revere  bowl  which  was  donated  by  Mrs. 
Thompson  and  Mrs.  Anderson  to  be  pre- 
sented each  year  to  the  County  Auxiliary 
with  the  best  all  around  Doctor’s  Day  ob- 
servance. She  further  expressed  the  donors’ 
desire  that  it  be  known  as  "The  Howard 
Trophy”  in  honor  of  Mrs.  Kalford  Howard 
of  Portsmouth,  our  only  living  Virginia 
member  who  has  served  as  President  of  the 
Woman’s  Auxiliary  to  the  Southern  Medical 
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Association,  the  sponsoring  organization  of 
Doctor’s  Day.  Mrs.  Louie  Griffin,  of  Clax- 
ton,  Georgia,  President  of  Southern,  pre- 
sented the  trophy  to  Mrs.  Howard,  who  in 
turn  presented  it  to  the  winning  auxiliary 
— Newport  News.  A second  bowl  was 
given  to  the  Auxiliary  with  under  fifty 
members  for  their  best  all  around  Doctor’s 
Day  observance.  Wise  was  judged  the  most 
outstanding  in  this  category. 

Mrs.  Anderson  then  announced  that  she 
had  some  "Talismen”  of  her  own  to  award. 
Explaining,  "there  have  been  several  major 
firsts  this  year  and  whereas  the  chairmen 
who  led  these  projects  worked  extremely 
hard  as  pioneers  must,  I would  like  to  rec- 
ognize them  each  with  a budding  first  award 
— a Talisman  Rose  in  a bud  vase.”  She  then 
called  forward  Mrs.  M.  Pinson  Neal,  of 
Richmond,  first  liaison  to  WA-SAMA  in 
Virginia;  Mrs.  Edward  Kappler,  President 
of  the  Sally  Tompkins  Chapter  of  WA- 
SAMA  (the  first  in  Virginia  and  now  the 
largest  in  the  nation).  The  next  award 
went  to  Mrs.  Clarke  Pole  of  Norfolk,  first 
Newsletter  Editor,  "who  has  published  three 
editions  this  year  and  mailed  them  to  the 
entire  state  membership  as  a 'one  woman 
operation’  ”.  Mrs.  Walter  Fitzgerald,  Dan- 
ville, received  the  next  bud  vase  as  the 
A.M.A.-E.R.F.  Chairman,  who  not  only 
reached  our  assigned  goal  of  $5,000  for  the 
first  time  but  exceeded  it.  The  next  re- 
cipient was  "the  first  chairman  of  our  long- 
range  project  of  furnishing  "Belroi”  the 
Walter  Reed  Birthplace,  Mrs.  Raymond 
Brown,  Gloucester.  Our  first  awards  chair- 
man, Mrs.  George  Kelly,  Pulaski,  also  de- 
serves an  award  and  our  Arts  Chairman, 
Mrs.  Hans  J.  Klappwith,  Annandale,  for  the 
outstanding  visual  aids  she  has  provided 
for  our  meetings.  These  little  awards  are 
a personal  recognition  from  me  with  my 
sincere  appreciation  to  you  and  to  all  of 
our  officers  and  chairmen  who  have  made 
this  a memorable  auxiliary  year. 

The  following  Courtesy  Resolutions  were 
read  by  Mrs.  Reuben  Simms,  Chairman: 


Whereas,  the  Woman’s  Auxiliary  to  The 
Medical  Society  of  Virginia  on  this  forty- 
sixth  annual  convention  now  assembled  at 
Hotel  Roanoke,  Roanoke,  Virginia,  on  this 
fourteenth  day  of  October,  nineteen  hun- 
dred and  sixty-eight,  has  been  a most  suc- 
cessful meeting,  both  informative  and  en- 
joyable 

Whereas,  the  success  of  any  convention 
depends  upon  the  leadership,  cooperation 
and  effort  of  many  people,  therefore  be  it: 

Resolved,  that  this  convention  go  on 
record  as  expressing  sincere  appreciation  to 
all  who  have  contributed  to  its  success,  es- 
pecially, 

To:  Mrs.  Daniel  Anderson,  Anna  to  us, 
President — for  executing  the  duties  of  this 
office  with  diligence,  integrity  and  charm. 
She  is  an  inspiration  to  her  board  and  to  all 
other  auxiliary  members  in  the  State  of  Vir- 
ginia 

To:  The  co-chairmen  of  arrangements — 
Mrs.  Edgar  Cutter — 

Mrs.  William  Gordge — 

Mrs.  Julian  N.  Meyers — President  of  the 
Woman’s  Auxiliary  to  the  Roanoke  Acad- 
emy of  Medicine 

To:  Dr.  John  A.  Martin — President  of 
The  Roanoke  Academy  of  Medicine  and 
thoughtful  host  to  this  convention 

To:  Mrs.  C.  C.  Long,  President  of  the 
Woman’s  Auxiliary  to  the  A.M.A.  for  the 
inspiration  she  has  brought  us  and  the  honor 
of  her  presence 

To:  Mrs.  Louie  Griffin,  President  of  the 
Woman’s  Auxiliary  to  the  Southern  Medical 
Association  who  has  also  honored  us  by 
being  here: 

To:  Mrs.  James  Sears  Rich,  Author  of 
Women  Behind  Great  Men  of  Medicine 
To:  Dr.  Thomas  Murrell,  Jr. — President 
of  The  Medical  Society  of  Virginia 

Dr.  F.  Ashton  Carmines — In-coming 
President  of  Medical  Society  of  Virginia 
Dr.  K.  K.  Wallace,  Sr. — Chairman,  Medi- 
cal Advisory  Council 

Dr.  Robert  Keeley — Convention  Chair- 
man 
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To:  Mr.  Thurston — Manager  of  Hotel 
Roanoke 

Mr.  George  MacReynolds  — Banquet 
Manager 

Mrs.  Janet  Jenkins,  Assistant  director  of 
sales,  for  courtesies  to  President,  Mrs.  An- 
derson, and  President  elect,  Mrs.  Keeling 

To:  Samuel  Speigel  of  Roanoke  for  fash- 
ion Show 


A Philosophical  Look  at  Ethics — 
Bokinsky 

(Continued  from  page  696 ) 

is  his  glory  to  always  seek  the  best  for  his 
patient  no  matter  the  outcome. 

Therefore,  in  summary,  we  gather  the 
ends  and  see  the  contributions  to  ethics 
made  by  these  philosophical  positions.  From 
the  rationalist  is  gained  the  ethic  of  Duty, 
and  the  necessity  of  reason  and  objectiv- 
ity. From  the  existentialist  is  learned  the 
subjective  nature  and  the  importance  of 
the  relationship  of  person-to-person.  From 
Christianity  is  gained  the  ethic  of  Love  and 
the  drive  to  meet  the  needs  of  our  neighbor 
as  best  as  can  be  out  of  love.  Finally,  Socrates 
combines  the  importance  of  reason  and  the 


To:  Mr.  Robert  Howard,  Executive  Sec- 
retary, for  his  helpful  counseling 

To:  Miss  E.  Spencer  Watkins — Manag- 
ing editor,  Virginia  Medical  Monthly  and 
members  of  the  local  press  in  attendance 

Resolved,  That  a copy  of  these  and/or 
an  appropriate  letter  of  thanks  be  mailed  to 
each  party  herein  mentioned. 


good  of  the  effort  to  do  the  best  no  matter 
the  end. 
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Editorial — 


Dr.  Carmines 


F.  Ashton  Carmines,  M.D. 


OUR  NEW  PRESIDENT,  Dr.  F.  Ashton  Carmines,  better  known  as 
"Pete”,  was  born  in  Poquoson,  where  he  spent  the  early  part  of  his 
life  attending  local  schools  and  later  took  his  undergraduate  work  at  the 
College  of  William  and  Mary.  He  took  his  medical  training  during  the 
war  years  and  was  a member  of  the  Alpha  Kappa  Kappa  fraternity. 
After  graduating  in  1944,  he  spent  several  years  as  a captain  in  the  army 
stationed  in  Japan  and  returned  to  the  Medical  College  of  Virginia  where 
he  took  further  intern  training. 

Following  this  Dr.  Carmines  was  appointed  as  a resident  in  orthopedics 
at  The  Crippled  Children’s  Hospital  in  Richmond  where  he  completed 
his  residency.  In  195  3 he  returned  to  Newport  News  to  specialize  in 
his  chosen  field  of  orthopedic  surgery  and  has  remained  there  since. 

In  1944,  Pete  was  married  to  Miss  Weeksie  Burns  and  they  have  three 
children.  He  and  his  family  have  made  three  journeys  to  distant  lands 
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including  Jordan,  Hong  Kong  and  Nigeria  where  he  acted  as  a visiting 
orthopedic  professor  for  various  local  medical  schools  and  hospitals  and 
as  he  states  he  not  only  taught  but  learned.  Also,  he  conducts  the  state 
operated  Crippled  Children’s  Clinic  for  the  City  of  Newport  News. 

Pete’s  main  interest,  other  than  his  work,  lies  in  his  family,  though  he 
does  take  a few  hours  off  occasionally  to  go  fishing.  He  is  an  active  mem- 
ber of  the  North  Riverside  Baptist  Church  and  the  Warwick  Kiwanis 
Club. 

Dr.  Carmines  has  been  a member  of  the  Council  of  The  Medical  Society 
of  Virginia  since  1962.  Other  memberships  include  the  Newport  News 
Medical  Society,  The  Peninsula  Academy  of  Medicine,  The  Hampton 
Roads  Orthopedic  Society,  The  Virginia  State  Orthopedic  Society  and 
the  American  Medical  Association.  He  is  a Fellow  of  the  American 
Academy  of  Orthopedic  Surgery  and  a Diplomate  of  the  American 
Board  of  Orthopedics.  He  is  on  the  active  surgical  staff  of  the  Mary 
Immaculate  and  Riverside  Hospitals  in  Newport  News  and  is  on  the 
consulting  staff  of  the  Whittaker  Memorial  Hospital  and  the  Langley  Air 
Force  Base  Hospital. 

We  salute  Dr.  Carmines  for  his  many  activities  and  his  standing  in  his 
profession  as  well  as  in  the  community.  Under  his  leadership  we  are 
sure  that  The  Medical  Society  of  Virginia  will  continue  to  progress  as 
it  has  in  the  past. 


Russell  Buxton,  M.D. 
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News 


• • • • 


Calendar  of  Events 

Virginia  Hospital  Association — Annual  Meeting — Hotel  Roanoke — November 
14-15,  1968. 

Southern  Medical  Association — Annual  Meeting — New  Orleans,  Louisiana — 
November  18-21,  1968. 

American  Medical  Association  Clinical  Session — Miami  Beach,  Florida — De- 
cember 1-4,  1968. 

Head  and  Neck  Anatomy — The  Alton  D.  Brashear  Post  Graduate  Course — Med- 
ical College  of  Virginia — January  28-31,  1969. 

Psychiatry  in  Medical  Practice — The  Stoneburner  Lecture  Series — Medical  Col- 
lege of  Virginia — February  20-21,  1969. 

Annual  Medical  and  Surgical  Symposium  of  Watts  Hospital — Durham, 
North  Carolina — February  21-22,  1969. 

Practical  Radiology  of  the  Skull,  Spine  and  Central  Nervous  System — 
Sponsored  by  Department  of  Radiology,  Medical  College  of  Virginia — Williams- 
burg— March  4-8,  1969. 

National  Conference  on  Rural  Health — Sponsored  by  American  Medical  Asso- 
ciation— Philadelphia  Marriott  Hotel — Philadelphia,  Pennsylvania — March  21- 
22,  1969. 

Annual  Post  Graduate  Day — Roanoke  Memorial  Hospital — Roanoke — March 
27-28,  1969. 


New  Members. 

The  following  new  members  were  re- 
ceived into  The  Medical  Society  of  Virginia 
during  the  month  of  September: 

Robert  Newton  Alexander,  Jr.,  M.D., 
Wise 

Vedii  Ayyildiz,  M.D.,  Salem 
David  Barton,  M.D.,  Charlottesville 
William  Thompson  Cave,  Jr.,  M.D., 
Charlottesville 

Robert  Hardin  Hackler,  M.D., 
Charlottesville 

Carol  Campbell  Hogg,  M.D., 

Newport  News 

John  Hayden  Hollingsworth,  M.D., 
Charlottesville 

Eugene  Joseph  Josefiak,  M.D.,  Roanoke 
Lurton  Braxton  Lyle,  M.D.,  Clintwood 


Robert  Preston  Ostergard,  M.D., 
Petersburg 

David  Lee  Sarrett,  M.D.,  Virginia  Beach 
Allen  Clifford  Thomas,  M.D.,  Salem 

Norfolk  County  Medical  Society. 

Dr.  Charles  Davis,  Jr.,  has  succeeded  Dr. 
R.  Bryan  Grinnan,  Jr.,  to  the  presidency 
of  this  Society.  Other  officers  are:  presi- 
dent-elect, Dr.  R.  B.  Gahanan;  vice-presi- 
dent, Dr.  F.  T.  Given;  secretary,  Dr.  Claude 
Smith;  and  treasurer,  Dr.  R.  C.  Reed. 

Dr.  DuPont  Guerry,  III, 

Richmond,  served  as  chairman  of  the 
19th  annual  Sight  Saving  Month  campaign 
of  the  Virginia  Society  for  the  Prevention 
of  Blindness. 
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Dr.  Freeman  C.  Hays 

Has  been  named  director  of  the  Rich- 
mond Health  Department.  He  assumed 
office  in  October.  He  has  recently  been 
director  of  the  Halifax-Pittsylvania-Dan- 
ville  Health  Department. 

Dr.  R.  O.  Williams, 

Richmond,  has  been  presented  the  Physi- 
cian of  the  Year  Award  of  the  Occupational 
Health  Section  of  the  Virginia  Nurses’  As- 
sociation, District  V. 

Old  Dominion  Eye  Bank  and  Research. 

Dr.  Walter  Mayer,  Richmond,  has  been 
elected  chairman  of  the  Board  of  Directors 
of  the  Old  Dominion  Eye  Bank  and  Re- 
search. Dr.  Mason  Smith,  Richmond,  who 
was  a previous  board  member  was  named 


Obituary . . . . 


Dr.  Halstead  Shipman  Hedges, 

Charlottesville,  a pioneer  in  the  field  of 
ophthalmology,  died  September  19.  He  was 
100  years  of  age  and  the  second-oldest  alum- 
nus of  the  University  of  Virginia,  having 
received  his  medical  degree  there  in  1892. 
Dr.  Hedges  worked  for  some  time  at  the 
University  as  a demonstrator  in  anatomy 
and  then  decided  to  specialize  in  the  rela- 
tively new  field  of  eye,  ear,  nose  and  throat. 
After  postgraduate  work  in  New  York,  he 
began  his  practice  in  Charlottesville  in  1899. 
He  was  the  first  professor  in  his  specialty 
at  the  University  and  later,  when  this  de- 
partment was  divided,  he  became  chairman 
of  the  department  of  ophthalmology,  serving 
until  1939  when  he  reached  the  age  of  com- 
pulsory retirement.  Dr.  Hedges  continued 
his  private  practice  until  1960.  He  was 
named  outstanding  citizen  of  Charlottes- 
ville in  195  5 and  on  occasion  of  his  100th 
birthday,  the  H.  S.  Hedges  Century  Room 
was  established  in  his  honor  at  Martha  Jef- 


Medical Director  to  succeed  Dr.  Mayer. 
Among  other  board  members  elected  are 
Dr.  Robert  B.  Webb,  Petersburg;  Dr.  Por- 
ter B.  Echols,  Jr.,  Lynchburg;  and  Drs. 
William  F.  Bryce,  DuPont  Guerry,  III, 
Walter  J.  Rein,  and  W.  W.  Zimmerman, 
III,  all  of  Richmond. 

Associate  Medical  Director  Wanted. 

Full-time,  interested  in  preventive  medi- 
cine for  a plant  of  a large  corporation  lo- 
cated in  Winston-Salem,  North  Carolina, 
with  5,000  shop  and  office  workers.  Gen- 
eralist, internal  medicine  or  occupational 
health  background  preferred.  Desirable  age 
30  to  45.  Salary  commensurate  with  ex- 
perience. Write  1 40,  care  Virginia  Med- 
ical Monthly,  4205  Dover  Road,  Richmond, 
Virginia  23221.  ( Adv .) 


ferson  Hospital,  of  which  he  was  among  the 
founders  in  1904.  Besides  his  medical  prac- 
tice, Dr.  Hedges  was  known  as  a dedicated 
camper  and  outdoorsman  and  he  was  an 
amateur  cameraman.  It  was  he  who  laid 
out  75  miles  of  the  Appalachian  Trail  along 
the  crest  of  the  Blue  Ridge.  He  was  a col- 
lector of  firearms  and  bows  and  arrows.  Dr. 
Hedges  was  a member  of  many  fraternities 
and  professional  organizations  and  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia for  sixty-eight  years. 

A daughter,  four  grandchildren  and  two 
great-grandchildren  survive  him. 

Dr.  Joseph  Dorsey  Collins, 

Portsmouth,  died  November  4,  at  the  age 
of  eighty-four.  He  was  a graduate  of  the 
former  University  College  of  Medicine, 
Richmond,  in  1905.  Dr.  Collins  began  his 
practice  in  Portsmouth  in  1906.  He  was  the 
first  resident  physician  at  King’s  Daugh- 
ters Hospital  and  later  served  as  chief 
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of  the  medical  staff  and  for  seven  years 
president  of  its  Board  of  Directors.  Dr. 
Collins  was  formerly  chief  surgeon  of  the 
Seaboard  Air  Line  Railroad,  serving  for 
twenty-five  years.  He  was  a member  of  the 
Board  of  Visitors  of  the  Medical  College  of 
Virginia  and  the  founders’  group  of  the 
American  Board  of  Surgery.  Dr.  Collins 
was  a past  president  of  the  Norfolk  County 
Medical  Society  and  had  been  a member  of 
The  Medical  Society  of  Virginia  for  sixty- 
three  years. 

His  wife  survives  him. 

Dr.  Cecil  Glen  Finney, 

Culpeper,  died  September  19,  following 
a short  illness.  He  was  sixty-two  years  of 
age  and  a graduate  of  the  Medical  College 
of  Virginia  in  1944.  Dr.  Finney  had  prac- 
ticed in  Culpeper  for  the  past  twenty  years. 


He  was  a member  of  the  medical  staff  of 
the  Culpeper  Memorial  Hospital  and  cur- 
rently president  of  the  Culpeper  County 
Medical  Society.  Dr.  Finney  had  been  a 
member  of  The  Medical  Society  of  Virginia 
for  twenty  years. 

His  wife  survives  him. 

Dr.  John  Walter  Houk, 

Roanoke,  died  September  15.  He  was 
sixty-three  years  of  age  and  a graduate  of 
Western  Reserve  University,  Ohio,  in  1929. 
Dr.  Houk  was  medical  director  of  the  Nor- 
folk and  Western  Railway  and  came  to 
Roanoke  from  Cleveland  in  1965.  He  had 
been  a member  of  The  Medical  Society  of 
Virginia  for  several  years. 

His  wife,  three  daughters  and  two  sons 
survive  him. 
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The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed- circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 
presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program.  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


ST.  LUKE'S  HOSPITAL  McGUIRE  CLINIC 


Established  1882 
Hunter  H.  McGuire,  M.D. 


Established  1923 
Stuart  McGuire,  M.D. 


General  Surgery  & Gynecology 


1000  West  Grace  Street 
Richmond,  Virginia 

Internal  Medicine  Radiology 


Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Director  of  Nurses 
McGuire  Clinic 


John  P.  Lynch,  M.D. 
William  H.  Harris,  Jr.,  M.D. 
John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
Alice  Virginia  Thorpe,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 


Henry  S.  Spencer,  M.D. 
Donald  E.  Seim,  M.D. 


Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 


School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Director  of  Nurses 
St.  Luke's  Hospital 


G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Alice  S.  Ehrenhalt,  R.P.T. 

Administrator 


Mary  Virginia  Cockrell,  R.N. 


Ann  M.  Urbine,  R.N. 


William  D.  Gibson,  M.H.A. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinate  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 
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Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 


TUCKER  HOSPITAL  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerald  W.  Atkinson,  M.D. 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Accredited  by  the  Joint  Commission  on  Accreditation  & Approved  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L,  Cox,  M.D.  Basil  E.  Roebuck,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 


STUART 

CIRCLE  HOSPITAL 

413-21  Stuart 

Circle  RICHMOND,  VIRGINIA 

Medicine: 

Surgery : 

Manfred  Call,  III,  M.D. 

A.  Stephens  Graham,  M.D.  i 

Alexander  G.  Brown,  III,  M.D. 

Charles  R.  Robins,  Jr.,  M.D. 

John  D.  Call,  M.D. 

Carrington  Williams,  M.D.  ‘ 

Wyndham  B.  Blanton,  Tr.,  M.D.  Richard  A.  Michaux,  M.D. 

Frank  M.  Blanton,  M.D. 

Carrington  Williams,  Jr.,  M.D. 

William  W.  Martin,  Jr.,  M.D. 

Armistead  M.  Williams,  M.D. 

Obstetrics  and  Gynecology: 

James  R.  Darden,  Jr.,  M.D. 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

William  M.  Oppenhimer,  M.D. 

Oral  Surgery:  ; 

Orthopedics: 

Guy  R.  Harrison,  D.D.S. 

Beverley  B.  Clary,  M.D. 

Physical  Therapy: 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 

Marilyn  B.  Morrison,  R.P.T. 

Pediatrics: 

Plastic  Surgery: 

Edward  G.  Davis,  Jr.,  M.D. 

Hunter  S.  Jackson,  M.D. 

Thomas  P.  Overton,  M.D. 

Roentgenology  and  Radiology: 

Albert  S.  Thompson.  Jr.,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

Edward  J.  Wiley,  M.D. 

William  C.  Barr,  M.D. 

Ophthalmology,  Otolaryngology: 

James  W.  Proffitt,  M.D. 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Anesthesiology : 

William  B.  Moncure,  M.D. 

Director: 

Heth  Owen,  Jr.,  M.D. 

Charles  C.  Hough 
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tUo  pepfic 

1 1 lv  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  plus  simethicone 

"will  it  ease  the  pain?” 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach”? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?” 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 


Precautions:  Anemia  is  a manifestation  that  requires  appropriat  I 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequal 
vitamin  Bi2  therapy  may  result  in  hematologic  remission  but  nei  j 
rological  progression.  Adequate  doses  of  vitamin  Bn  (parentera 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematini  I 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  ( j 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistanc  j 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potenti;  j 
tion  of  absorption  of  physiological  doses  of  vitamin  Bn.  If  resis  j 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-calle  I 
massive  doses  of  vitamin  Bn,  may  be  necessary.  No  single  rec  j 
men  fits  all  cases,  and  the  status  of  the  patient  observed  I 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Period  i 


clinical  and  laboratory  studies  are  considered  essential  and  are 
I .recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
I produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 

Ipation.  Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

I Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
I standard  response  in  the  average  uncomplicated  case  of  perni- 
I cious  anemia.) 

*;  How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
I intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  loai.es] 


You  can  treat  combined 
deficiencies  with 

Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp< 
tion  syndromes. 


% 

% 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis -or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  iVrntih/ V£ 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 

Rates: 

$70.00  to  $100.00  per  week 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

o&o 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Fourth  Decado  of  Nursing 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  1.  CLARK  (1884-1955)  GENE  CLARK  REGIRER  (1912-1962) 
A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P. 

William  D.  Keck,  M D. 

Clinical  Director 
James  K.  Morrow,  M D. 

Morgan  E.  Scott,  M.D. 

Edward  E.  Cale,  Jr.,  M D 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Card  McGraw,  Ph.D. 
David  F.  Strahley,  Ph.D. 


King,  M.D.,  Director 

Malcolm  C.  MacAulay,  M.D. 
Don  L.  Weston,  M.D. 

(Military  Leave) 

J.  William  Giesen,  M.D. 
David  S.  Sprague,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 


Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va 

David  M.  Wayne,  M.D.  W.  E.  Wilkinson,  M.D. 


Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 
Pierce  D.  Nelson,  M.D. 


Gill  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 

STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 

A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology.  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 

Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address : 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


Every  Virginia  Doctor  Should 
Have  This  Book! 

The  history  of  medicine  in  the  Old  Common- 
wealth in  the  last  century  is  a work  every  doctor 
should  be  proud  to  own.  Complete  and  intensely 
interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 


Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
19th  Century 
$2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond,  Virginia  23221 


anticostive* 

hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

• . Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
4-  costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


(jldorU-'i 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7R— 6062 
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ST.  ELIZABETH’S  HOSPITAL 

5 17  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

James  T.  Gianoulis,  M.D. 

0.  Christian  Bredrup,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

General  Surgery  and  Gynecology 

Radiology 

Genera!  Medicine 

James  VV.  Pancoast,  M.D. 

Austin  I.  Dodson,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

Leroy  Smith,  M.D. 

J.  Edward  Hill,  M.D. 

Elmer  S.  Robertson,  M.D. 

Plastic  Surgery 

Urology 

Internal  Medicine 

L.  0.  Snead,  Jr.,  M.D. 

William  T.  Stuart,  M.D. 

Charles  A.  Pollock,  Jr.,  M.D. 

Radiology 

Urology 

Levi  W.  Hulley,  M.D. 

Internal  Medicine 

General  Medicine 

William  R. 

Draper,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  Nursing  Home 
Is  a Fully  Accredited 
Medicare  Approved 
Extended  Care  Facility 

Within  9 minutes  from  any  local  hospital 


In  compliance  with  the  Civil  Rights  Act  of  1964 


• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Patients  under  care  of  their  own  Physicians 

Neal  L.  Maslan,  M.P.H. 

A dministrator 


State  and  City  Health  Depts.  Approved  [J  11(1 6Y  StUTlcllll  g CUYC 


Member:  -f-  Va.  Nursing  Home  and  American  Nursing  Home  Assns. 

Terrace  Hill  Nursing  Home,  - 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Member 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 


PARKE-DAVIS 
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DIA  -quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habil  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide...  0.15  mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (1 18  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUEL  a. o 


INTERNATIONAL  PHARMACEUTICAL  CORP. 

Warrington,  Pennsylvania  18976 
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Where  A Meeting  Is  A Boost  Instead  Of  A Burden 

Professional  Seminars,  confer- 
ences in  away-from-it-all  setting 
Summit-level  size  only — never  a 
crowd.  Just  57  rooms 

Doorstep  access  to  outdoor  sports 
or  fresh-air  solitude 

Coffee-break  putting,  interses- 
sion golf,  tennis,  sauna 

Meeting  rooms?  Of  course.  But 
also  garden  benches,  bridges,  lakes 
for  informal  discussion  outdoors 

Historic  1834  mill  for  dining 

Choice  guestrooms,  suites  with 
fireplace,  hand-liewn  beams,  moun- 
tain view,  private  balcony 

Don’t  you  owe  it  to  your  profes- 
sion? ( And  to  yourself?) 


THE  BOAR’S  HEAD  INN 

CHARLOTTESVILLE,  VIRGINIA  22901 

For  reservations,  brochure,  phone  296-2181 


HIGH  TIME  TO  KEEP  UP 


If  you  are  a practicing  physician  who  sees  patients 
with  cerebrovascular  disease,  but  feel  you  can't 
take  time  off  to  keep  up,  the  following  information 
is  for  you! 

The  Bowman  Gray  School  of  Medicine  has  estab- 
lished a program  through  which  internists  and  gen- 
eralists may  take  two-to-six  weeks  of  intensive 
training  in  the  prevention  and  treatment  of  stroke. 
The  unique  program  includes  re-orientation  in  basic 
and  clinical  neurology  as  well  as  cerebrovascular 
medicine. 

Physicians  accepted  for  the  program  receive  $200 
per  week. 

For  additional  information 
write  to: 

Monroe  Cole,  M.D. 

Department  of  Neurology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.  C.  27103 


MEDICINE  IN  VIRGINIA 

19th  Century 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

$2.00 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
4205  Dover  Road  Richmond,  Va.  23221 


EQUIPMENT  LEASING 


"Reasonable  rates  for  lease  or  loan 
financing  of  machinery,  equipment,  air- 
craft, store  fixtures,  furniture,  com- 
puters, chattel  mortgages,  leasebacks, 
vendor  programs,  and  investment  credit 
transactions.  Delta  Leasing  Co.,  Box 
4841,  Richmond,  Va.  288-5604" 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are  W 

Mass  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

Of  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

■UL i T\ickahoe,  N.Y. 


and  Valium  (diazepam) 


The  ability  of  Valium  to  help  relieve  skeletal  muscle  spasm— 
as  well  as  psychic  tension— demonstrates  its  clinical  value  and 
versatility. 

The  muscle-relaxant  effect  obtained  with  Valium,  used  ad- 
junctively  with  other  drugs  or  physiotherapy,  favorably 
affects  the  entire  cluster  of  spasm-related  symptoms  . . . helps 
accelerate  return  to  normal  activity. 

When  skeletal  muscle  spasm  and  psychic  tension  coexist,  the 
calming  effect  of  Valium  is  an  added  therapeutic  benefit  that 
contributes  to  the  total  management  of  the  patient. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  uri- 
nary retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Valium  (diazepam) 

2-mg,  5-mg,  10 -mg  tablets 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


HY-6060 
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A little 


Just  one  50  or  100  mg. 
tablet  in  the  morning 
can  work  a long 
diuretic  day  in  edema 
and  hypertension. 


Hygroton  can  work  a long  day  too 

hlorthalidone 


hat's  because  of  its  prolonged 
ction,  which  usually  provides 
xmooth  diuretic  activity 
iroughout  the  day.  And 
ne-a-day  dosage  means  few 
ablets  to  take  and  few  tablets 
3 pay  for  in  the  long  run. 


Hygroton 

•hlorthalidone  in 


Hygroton,  brand  of  chlorthali- 
done, may  mean  troublesome 
side  effects  for  certain  patients. 
And  you  can’t  prescribe  it  in 
cases  of  demonstrated  hyper- 
sensitivity to  the  drug  or  in 
severe  renal  or  hepaticdiseases. 


Before  writing  it  for  your 
patients,  please  check  the 
Prescribing  Information.  It’s 
summarized  on  the  next  page 


edema  and  hypertension 


Geigy 


in  edema  and  hypertension 

A little  Hygroton  can  work  a long  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk. The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


V Convalescence 
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Jtnfanc  diarrhea 
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Debilita 
gastrointestinal 
conditions 


Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B12, 

protective  quantities  of 
potassium,  in  a palatable  and 
i,  readily  assimilated  form. 


. Postoperatlvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 


PSYCHIATRIC  RESIDENCIES 
FOR  G.  P.'s 

NIMH  residency  training  in  approved 
three  year  program.  Stipend  $ 1 2,000  plus 
fringe  benefits.  Applicants  must  have 
completed  four  years  or  more  of  practice 
in  field  of  medicine  other  than  psychiatry 
after  an  approved  internship.  Applicants 
should  not  be  over  45. 

Address  inquiries  to: 

Chairman 

Department  of  Psychiatry 
Medical  College  of  Virginia 
Richmond,  Virginia  23219 

Include  curriculum  vitae  and  recent  pho- 
tograph. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERT I NE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
lederle  laboratories,  Pearl  River,  New  York  10965  4 06-8 


VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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If  you  could  put 
Tareyton’s  charcoal  filter 
on  your  cigarette,  you’d  have 
a better  cigarette. 


But  not  as  good  as  a Tareyton. 


That’s  why 
us  Tareyton  smokers 
would  rather  fight,, 
than  switch! 


Activated 
charcoal  filter. 


100's  or  king  size. 


©. 
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when  aging 
brings  ^ 

anguish 
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Improvement  of  mental  alertness  and 
awareness  in  the  management  of  the 
senility  syndrome  requires  a comfort- 
ing environment,  a stimulating  dietary 
regimen  and  concomitant  drug  therapy. 


LEPTINOL®  is  a non-addictive  stimu- 
lant which  is  a useful  adjunct  in  ele- 
vating the  mood  of  the  elderly  patient 
who  displays  apathy,  mental  confusion 
or  memory  lapses. 

LEPTINOL®  is  a combination  of 
pentylenetetrazol,  niacin,  thiamin  and 
ascorbic  acid  which  acts  as  a central 
nervous  stimulant  and  which  exerts  its 
primary  effect  on  the  mid-brain  and 
the  medullary  center.  Because  no  ad- 
diction or  intolerance  is  introduced, 
you  may  also  find  LEPTINOL®  to  be 
a welcome  adjunct  even  to  the  treat- 
ment of  slow  degenerative  diseases. 


Each  bi-layer  tablet  contains:  Pentylenetetra- 
zol 100  mg.,  Niacin  50  mg.,  Thiamine  Hydro- 
chloride 1 mg.,  Ascorbic  Acid  20  mg.  Dose — 
one  or  two  tablets  three  times  daily,  one-half 
hour  before  meals.  Maximum  dosage  is  two 
tablets  per  dose,  six  tablets  per  day. 

Side  effects — Excessive  dosage  may  cause 
transient  flushing,  muscular  twitching,  hyper- 
reflexia  and  convulsions,  and  respiratory 
paralysis.  Use  cautiously  in  elderly  patients 
who  are  unstable  or  paranoid. 

Contraindicated  in  patients  with  low  con- 
vulsive threshold,  epilepsy  or  severe  hyper- 
tension. 

LEPTINOL®  is  supplied  in  bottles  of 
100,  500  and  1,000  tablets. 

THE  VALE  CHEMICAL  COMPANY  INC. 

Pharmaceuticals 
Since  1922 

ALLENTOWN,  PENNSYLVANIA  18102 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRtLL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


BETTMAN  ARCHIVE 


‘‘Now  that  your  acne  is  clearing  up  nicely, 
it  might  be  a good  idea  if  you  started  losing  some  weight. 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 

Pearl  River,  New  York  407-8 
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DECEMBER  1-4,1968  • CONVENTION  HALL 


. . . the  American  "Riviera.”  Where  glittering 
luxury  hotels  tower  above  glamorous  Collins 
Avenue;  and  medicine,  sea  and  sunshine  mix 
in  a delightful  subtropical  setting. 

Register  now,  and  be  on  hand  for  the  world’s 
largest  winter  medical  meeting— the  AMA’s 
22nd  Clinical  Convention.  At  this  midwinter 
"summer”  session  in  medicine  there  will  be 
Three  Postgraduate  Courses:  Fluid  and  Elec- 
trolyte Balance,  Diabetes,  and  Hyperthyroidism 
in  the  Elderly  Patient  • 17  Scientific  Sessions  • 
Breakfast  Roundtable  Conferences  • Color 
Television  • and  Medical  Motion  Pictures.  The 
modern,  air-conditioned  Convention  Hall  will 
house  hundreds  of  scientific  and  industrial  ex- 
hibits to  show  you  the  very  latest  in  equipment, 
services  and  drugs. 

Plan  now  to  join  your  colleagues  in  Miami 
Beach.  Be  sure  to  look  for  the  complete  scien- 
tific program,  plus  forms  for  advance  registra- 
tion and  hotel  accommodations  in  the  October 
21st  issue  of  JAMA. 
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“Breathing’s 
a snap  again, 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

IM  metapp®  E\  ten  tails' 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


ROBINS 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  'If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . ."3 


^ethocarbam0*4 1 


jgfHeat  “A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
hot  bath..."5 


"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. . . "4 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  ( methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33.-91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-21 9,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18.-26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


O>Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 


/■■■  nnDIMC  A-  H.  ROBINS  COMPANY 
/rH'IzUDllMD  RICHMOND,  VIRGINIA  23220 


Sources  of  Sinus  Headache 


Sinus  headache  is  often  a reflection  of  congestion  in  the 
nasal  mucosa.  The  pain  that  results  in  the  various  regions 
of  the  head  may  help  in  determining  the  particular  struc- 
ture^) responsible.  The  proved  formula  of  Sinutab  which 
provides  triple  action  — analgesic,  decongestant  and 
antihistaminic  — is  specifically  designed  for  the  sympto- 
matic relief  of  sinus  headache  and  nasal  congestion. 
INDICATIONS:  Sinutab  is  indicated  for  the  symptomatic 
relief  of  headache,  facial  pain,  malaise,  fever,  nasal  and 
sinus  congestion  often  associated  with  acute  and  chronic 
sinusitis,  allergic  rhinitis,  vasomotor  rhinitis,  influenza, 
and  the  common  cold. 


ADVERSE  REACTIONS:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

PRECAUTIONS:  Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  thyroid  disease,  heart  disease,  hypertension, 
diabetes  or  kidney  disease.  Excessive  dosage  or  pro- 
longed use  may  cause  kidney  damage. 

DOSAGE:  Adults  — 2 tablets  every  4 hours. 

Children  (6-12  years)  — Vi  the  adult  dose. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HCI,  and  22  mg. 
phenyltoloxamine  citrate. 


Source  of  Symptomatic  Relief 


Sinutab  2 tabs,  q.4  h. 


MORRIS  PLAINS 


Whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Librium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination, on  proper  dosage- 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  ( e.g ., 
operating  machinery,  driving). Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 


Roche ® 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral—  Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of 
50.  LibritabsT'M'  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  LihritaUs  '(chlordiazepoxide)  5-mg,  10-mg,  25-mg  tablets 
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The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon'*)  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 

Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  - Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic.. .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracycline  HC1. 


JDECLOMYCIN* 

DEMETHYLCHWRTErRACVCLINE 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Most  "head  colds"  last  7 to  14  days 


In  the  meantime... Ornade® 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease:  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I131  uptake; 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported 
Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 


Trademark  Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of 
chlorpheniramine  maleate)  . 50  mg.  of  phenylpropanolamine 
hydrochloride;  2 5 mg.  of  isopropamide,  as  the  iodide. 


Ornade 
Spansule®  capsules 


Smith  Kline  8t  French  Laboratories 


brand  of  sustained  release  capsules 
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A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


JONES  and  VAUGHAN 
Richmond  26.  Virginia 


Now. . .two  ways 
to  protect  your  single 
most  important  asset 
. . .your  income 


JoinThe  Medical  Society  of  Virginia's 

sponsored  and  endorsed  Disability  Income  and 
the  new  In-Hospital  Income  plans 


New  In-Hospital  Plan  Features: 

□ Pays  in  addition  to  any  other  insurance  carried 

□ Benefits  go  directly  to  you  to  spend  as  you  wish 

□ Your  employees  may  enroll 

□ Your  family  is  eligible 

□ Special  convalescence  benefits 

□ No  termination  because  of  age 

□ Supplements  your  Major  Hospital  Nursing  Program 


Why  take  risks? 

Let  the  insurance 
company  take  them 
for  you.  Guarantee 
yourself  an  income 
when  disabled  or 
hospitalized.  Use 
coupon  below  to  get 
complete  information. 


Mail  to:  David  A.  Dyer  Insurance  Agency,  Medical  Arts  Bldg.,  Roanoke,  Virginia  24011 

Send  me,  without  obligation,  all  the  facts  on: 

Q Disability  Income  Q In-Hospital  Income  Plans 

Name 


Address. 
City 


.State. 


.Zip. 


Both  plans  underwritten  by 


Insurance  Company  of  North  America 


: MONEY 

For  relief  from  the  worry  and  expense  brought  on  by  accident 
and  sickness  disability. 


When  doctors  are  disabled  and  prevented  from  practicing,  expenses  mount  up  fast.  They  face 
not  only  the  bills  associated  with  today’s  costly  medical  treatment,  but  the  great  expense  of 
maintaining  an  office  and  full  staff  as  well.  That’s  why  the  cost  of  just  one  month’s  disability  often 
runs  into  thousands  of  dollars! 

Your  Medical  Society  of  Virginia  knows  this.  That’s  why  they  have  sponsored  two  plans  that  offer 
the  standard  remedy: 


MONEY 

# A Professional  OVERHEAD  EXPENSE  Plan 

which  pays  fixed  office  expenses  when  you’re  disabled  and 

prevented  from  practicing  due  to  accident  or  sickness. 

#A  Catastrophic  HOSPITAL-NURSE  Plan 

which  pays  the  high  costs  of  medical  treatment  associated  with 
accident  and  sickness  disability. 


Both  of  these  Plans  are  sensibly  priced  because  of  your  Association’s  sponsorship. 

And  either  or  both  of  them  can  go  to  work  for  you,  today  ...  if  you  call  us  now.  Find  out  for  your- 
self why  your  Society  has  selected  these  insurance  plans  as  the  best  available  to  its  Members. 
For  more  information,  write  or  call  collect.  There  is  no  obligation,  of  course. 


Administrator,  David  A.  Dyer 
Medical  Arts  Building 

Roanoke,  Virginia  24011  Phone:  344-5000 


Both  Plans  underwritten  by 


AMERICAN  CASUALTY  COMPANY 
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cJ7Jasy  on 

thecffudget... 

cJ7'Jasy  on 
the£J\/[other 

GAGATablets  Elixir l/P)}/?) 

cpor  c]_. ron  CJ^)eficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN, TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Oept., 
Lederle  Laboratories,  Pearl  River.  New  York  10965  4 06-8 


cA in 
<*PutUc  <“Sef  attend 

+ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 
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!A  once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
I stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relie\ 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Umpirin'* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


■loch  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning— 

4ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 


^.spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
>{  pain  relief 


i.W.  & Co.'  narcotic  products  are 

■lass  "B",  and  as  such  are  available  on  oral 

rescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC 
Tiickahoe,  N.Y. 


Louie  lost  weeks  with  acute  shoulder  bursitis.That’s  a lo 
of  pain,  stiffness  and  tenderness... and  also  a lot  of  fist 
It  might  have  been  different  with  Butazolidirf  alk i 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

If  it  doesn’t  work  in  a week,  forget  i 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formulation  are  contraindicated 
in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diag- 
nostic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  patients 
with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  therapy 
and  at  2-week  intervals  thereafter.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyperten- 
sion the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been  as- 
sociated with  peptic  ulcer  and  may  reactivate  a 


latent  peptic  ulcer.  The  patient  should  be 
instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  relationship 
cannot  be  excluded.  Thrombocytopenic  pur- 
pura and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity  angiitis, 
pericarditis  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or2  capsules  daily. 

In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age  and 
any  other  factors  influencing  drug  response. 

(0)  46-070- 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Butazolidin®  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisllicate 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Mateate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood) . 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 


ETTMANN  ARCHIVE 


The  first  nationwide  medical 
elevision  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
mportant  achievements  of  leading 
nedical  authorities.  By  means  of 
dosed-circuit  television,  this  inde- 
pendent network  provides  your 
lospital  or  medical  school  with  a 
complete  videotape  service  that 
telps  shorten  the  gap  between  new 
nedical  knowledge  and  its  availabil- 
ty  for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


early  relief  from 


At  the  recommended  Norpramin 
(desipramine  hydrochloride) 
dosage  level— initially  150  mg. 
per  day— symptomatic 
improvement  may  often 
begin  within  two  to  five 
days.  As  depression  subsides, 
daytime  activity  improves  . . . 
mood  fluctuations  lessen  . . . 
sleep  is  sounder.  Fast  onset  of 
action  and  usually  mild  side 
effects  are  significant  reasons 
for  Norpramin’s  use  in 
depression  of  any  type  . . . any 
degree  of  severity. 

IS.:' 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  mental  depression  of  any  kind- 
neurotic  or  psychotic. 

CONTRAINDICATIONS:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe 
coronary  heart  disease,  epilepsy.  Should  not  be 
given  within  two  weeks  of  treatment  with  a mono- 
amine oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1)  Patients  with 
a history  of  paroxysmal  tachycardia.  (2)  Patients 
receiving  concomitant  therapy  with  thyroid,  anti- 
cholinergics or  sympathomimetics  may  experience 
potentiation  of  effects  of  these  drugs.  (3)  Safety  in 
pregnancy  has  not  been  established.  (4)  Perform 
liver  function  studies  in  patients  suspect  of  having 
hepatic  disease. 

PRECAUTIONS:  (1)  Desipramine  hydrochloride 
should  not  be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered  grave.  Sui- 
cidal ingestion  of  large  doses  may  be  fatal.  (2)  If 
serious  adverse  effects  occur,  reduce  dosage  or 
alter  treatment.  (3)  In  patients  with  manic-depres- 
sive illness  a hypomanic  state  may  be  induced.  (4) 
Discontinue  drug  as  soon  as  possible  prior  to  elec- 
tive surgery. 


ADVERSE  EFFECTS:  The  following  side  effects  have 
been  encountered:  dry  mouth,  constipation,  dizzi- 
ness, palpitation,  delayed  urination,  agitation  and 
stimulation  (“jumpiness,”  “nervousness, ""anxiety,” 
"insomnia"),  bad  taste,  sensory  illusion,  tinnitus, 
sweating,  drowsiness,  headache,  hypotension 
(orthostatic),  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  tremor,  allergy 
(general),  altered  liver  function,  ataxia  and  extra- 
pyramidal  signs,  agranulocytosis. 

Additional  side  effects  more  recently  reported 
include:  seizures,  eosinophilia,  confusional  states 
with  hallucinations,  purpura,  photosensitivity,  galac- 
torrhea, gynecomastia,  and  impotence.  Side  effects 
which  could  occur  (analogy  to  related  drugs)  in- 
clude weight  gain,  heartburn,  anorexia,  ana  hand 
and  arm  paresthesias. 

DOSAGE:  Optimal  results  are  obtained  at  a dosage 
of  50  mg.  t.i.d.  (150  mg. /day). 

SUPPLIED:  NORPRAMIN  (desipramine  hydro- 
chloride) tablets  of  25  mg.;  bottles  of  50.  500  and 
1,000;  and  tablets  of  50  mg.  in  bottles  of  30,  250, 
and  1,000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


NORPRAMIN 

(desipramine  hydrochloride) 

improvement  often 
begins  in  2 to  5 days 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


AH'ROBINS 


In  peptic  ulcer  therapy,  won’t  you 
give  Robinul  Forte  a FairTrial? 

(glycopyr  rotate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late,  a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
motility of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next : Wait  1 0 days 


I 


try  '■ 


or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page,  Doctor. 


DIA  -quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml —Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide ...  0. 1 5 mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (1 18  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUELuoud 


INTERNATIONAL  PHARMACEUTICAL  CORK 

Warrington,  Pennsylvania  18976 


DQJ20968 


EQUIPMENT  LEASING 
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■ Adolescence 


Debilitating 
gastroinces  ’ 
conditio 


Old  age 


■ Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 

stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B12, 

protective  quantities  of 
, potassium,  in  a palatable  and 
a,  readily  assimilated  form. 


Postoperatlvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc* 

RICHMOND  21,  VIRGINIA 


"Reasonable  rates  for  lease  or  loan 
financing  of  machinery,  equipment,  air- 
craft, store  fixtures,  furniture,  com- 
puters, chattel  mortgages,  leasebacks, 
vendor  programs,  and  investment  credit 
transactions.  Delta  Leasing  Co.,  Box 
4841,  Richmond,  Va.  288-5604" 


MEDICINE  IN  VIRGINIA 

19th  Century 

Reduced  Price  to  Members  of 
The  Medical  Society  c*  Virginia 

$2.00 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
4205  Dover  Road  Richmond,  Va.  23221 


PSYCHIATRIC  RESIDENCIES 
FOR  G.  P.'s 

NIMH  residency  training  in  approved 
three  year  program.  Stipend  $ 1 2,000  plus 
fringe  benefits.  Applicants  must  have 
completed  four  years  or  more  of  practice 
in  field  of  medicine  other  than  psychiatry 
after  an  approved  internship.  Applicants 
should  not  be  over  45. 

Address  inquiries  to: 

Chairman 

Department  of  Psychiatry 
Medical  College  of  Virginia 
Richmond,  Virginia  23219 

Include  curriculum  vitae  and  recent  pho- 
tograph. 
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Virginia  Medical  Monthly 


ilio  peptic 

1 1 lv  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  »Danhof,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


No  two  women  are 

quite  alike... 


and  no  other  oral 
contraceptive  is  quite 

like  O vulen-22 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-21  is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681’2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII, 
IX  and  X ; thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing,  see  Detailed  Product  Information. 

Where  “The  Pill”  Began 

G.  I).  SEARLE  8c  CO.,  P.  O.  Box  51 10, Chicago,  Illinois  60680 


SEARLE 


If  you  think  the 
pink  pill  for 
U.R.I.  symptoms 
is  built  for  speed 
and  endurance 
you’re  on  the 
right  track. 


Here  is  a tablet  that  begins  to  relieve 
symptoms  of  upper  respiratory  infec- 
tion quickly— a tablet  that  works  for 
hours  to  make  it  easy  for  your  patient 
to  enjoy  continuous  relief. 

Novahistine  Singlet  combines  effective 
dosage  of  an  antipyretic-analgesic 
with  a vasoconstrictor-antihistamine 
formulation  to  relieve  not  only  the 
congestion,  but  also  the  fever  and 
the  aches  and  pains  that  almost  always 
accompany  upper  respiratory  infections. 


A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 

Cinnlof  decongestant 

k311l£^lvl  analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride, 

40  mg.;  chlorpheniramine  maleate,  8 mg.: 
acetaminophen,  500  mg.) 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 
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V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). (042567*] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Guest  Editorial . . . . 


THE 


FOSBURY  FLOP 
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approach 


LIFT  OFF 


FACE  UP  & OVER 


FLEXION 


(l 
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CCAUICAL  DISLOCATION 
£ CORO  TRANSECTION 


AT  THE  1968  SUMMER  OLYMPICS  in  Mexico,  the  world  was 
amazed  at  the  bizarre  style  of  Bill  Fosbury,  winning  the  Gold  Medal 
for  the  United  States  in  the  high  jump,  going  over  the  bar  at  seven  feet, 
four  and  a quarter  inches.  His  self  developed  style  consists  of — 

1.  A strong  push-up  at  the  base  of  the  jump. 

2.  Ascending  and  rolling  his  body  to  the  left  so  that  the  entire  ven- 
tral or  anterior  surface  of  his  body  is  skyward,  or  away  from  the 
bar. 

3.  A descent,  head  first,  downward. 

4.  Flexion  of  his  neck  on  his  chest  at  a critical  time,  and  the  cervical 
vertebrae  absorb  the  initial  force  of  the  fall. 

5.  At  this  point  his  pelvis  and  lower  extremities  are  swinging  in  a 


wide  arc  downward,  and  at  the  point  of  the  contact  of  the  neck 
and  the  landing  pad,  the  pelvis  had  not  passed  a perpendicular  line 
from  the  cervical  vertebrae  upward.  The  neck  does  not  absorb  the 
force  of  the  fall. 

6.  Completion  of  the  jump  by  the  continued  wide  arc  of  the  pelvis 
downward,  flexing  his  hips  and  landing  on  his  back,  and  finishing 
the  jump  on  his  feet. 

The  success  of  the  jump  depends  on  the  timing  of  the  jumper.  The  pel- 
vis must  not  be  past  the  perpendicular  line  at  the  point  of  impact,  and  the 
arc  must  be  wide  enough  to  bring  the  neck  out  of  flexion  as  the  pelvis 
travels.  The  pad  on  which  he  lands  is  an  expensive  air-filled  rubber 
bladder,  peculiar  to  the  Olympics  and  well-endowed  colleges.  In  his 
hands,  the  style  is  safe,  successful,  and  he  is  certainly  a credit  to  the 
United  States.  However,  he  was  seen  on  television,  jumping  in  his  own 
style,  by  millions  of  potential  high  jumpers  and  coaches  throughout  the 
world,  and  they  were  envious  that  a young  boy  could  develop  his  own 
style  and  win  over  the  most  experienced  jumpers  in  the  world.  You  can 
imagine  how  many  athletes  are  waiting  until  springtime  when  they  can 
experiment  with  the  Fosbury  method  in  their  own  jumping  pits  at  school. 
You  can  also  imagine  the  number  of  cervical  injuries  we  will  see  this 
spring. 


THE  JUMP  AND  CERVICAL  DISLOCATION 

In  the  hands  of  the  inexperienced  high  jumper,  the  Fosbury  style  is 
downright  dangerous  and  even  death  producing.  The  follies  of  the  style 
are  two-fold.  The  first  folly  is  the  manner  of  the  landing.  Most  high 
jumpers  go  over  the  bar  face  down  and  land  on  all  four  extremities,  and 
thus,  absorb  all  shock  to  the  spinal  cord  and  vertebrae.  In  the  Fosbury 
technique,  the  actual  landing  is  on  the  anteriorly  flexed  cervical  vertebrae 
with  the  neck  in  acute  flexion.  If  the  pelvis  does  pass  the  perpendicular 
at  the  exact  time  of  touchdown  of  the  neck,  then  the  body  weight 
will  fall  on  the  cervical  and  high  thoracic  vertebrae,  causing  further 
acute  flexion  of  the  vertebrae.  The  force  at  this  point  produces  compres- 
sion of  the  anterior  vertebral  body,  and  as  the  weight  is  continued,  the 
vertebral  body  is  dislocated,  putting  pressure  on  the  spinal  cord.  If  the 
force  continues,  the  dislocation  will  produce  a transection  of  the  spinal 
cord  with  a resultant  quadriplegia. 

The  second  folly  of  the  Fosbury  style  is  the  pad  on  which  the  jumper 
lands.  Without  personal  knowledge  of  the  pad  Fosbury  used  in  training, 
or  the  pad  used  in  the  Olympics,  let  us  examine  within  our  experience 
the  usual  pad  used  in  the  better  high  schools  and  colleges,  and  those 
used  by  the  less  affluent  schools.  In  discussing  the  problem  with  our 
local  coaches,  it  was  stated  that  the  Olympic  pad  was  a large  air-filled 
bladder,  and  if  this  were  so,  then  this  appliance  is  excellent  for  absorb- 
ing the  forces  of  a perfectly  executed  Fosbury  jump.  However,  even  this 
pad  could  produce  a serious  injury  if  the  jump  were  not  perfect.  This 
air-filled  bladder  is  expensive  and  beyond  the  funding  of  most  athletic 
departments. 
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The  most  common  and  entirely  satisfactory  pad  for  the  training  of  high 
jumpers  is  the  soft  foam  rubber  mattress  about  two  feet  thick.  For  the 
conventional  classic  jump  this  is  quite  adequate,  but  would  be  deemed 
far  too  hard  for  the  training  of  the  Fosbury  Flop,  and  thus  the  most 
commonly  used  pad  would  become  a source  of  serious  neck  injuries  in 
the  inexperienced  jumpers. 

Some  high  schools  cannot  even  afford  to  buy  the  two-foot  thick  foam 
rubber  pad  and  must  resort  to  the  old  style  method  of  using  discarded 
bed  mattresses.  These  old  mattresses  are  adequate  for  landing  in  the  con- 
ventional style  of  high  jump,  but  consider  Bill  Fosbury  landing  on  one 
of  these  hard  surfaces.  Saw  dust  is  still  considered  adequate  in  some 
schools  and  there  is  a lot  to  be  said  for  it  in  producing  any  type  of  injury. 
Team  physicians  are  expected  to  examine  these  new  procedures  and 
techniques  with  a critical  eye  and  advise  the  coaches  and  school  authori- 
ties as  to  the  dangers  of  their  use.  It  does  not  take  much  of  a critical  eye 
to  see  the  dangers  of  the  Fosbury  Flop,  even  if  it  produces  a single  Gold 
Medal  winner.  In  spite  of  this  warning,  there  will  be  certain  coaches  who 
will  encourage  the  boys  to  try  it  and  a certain  number  of  transected 
cervical  spinal  cord  quadriplegics  will  be  produced. 

In  my  experience  at  a spinal  cord  center,  we  are  seeing  athletes,  espe- 
cially high  school  athletes,  as  an  increasing  source  of  spinal  cord  damaged 
patients.  Football  has  been  the  primary  cause  of  paraplegia  and  quadri- 
plegia,  followed  by  diving,  gymnastics,  and  water  skiing.  Lately,  we  have 
added  an  increasing  number  of  trampoline  accidents.  Athletics  cease  to 
be  a sport  when  you  see  a number  of  high  school  and  college  boys  sitting 
around  in  wheelchairs  in  a paraplegic  center. 

Therefore,  I will  call  on  all  physicians,  especially  team  physicians,  to 
bring  all  the  pressure  possible  on  the  local  high  schools  and  colleges  to 
outlaw  the  Fosbury  Flop.  The  High  School  Athletic  League  Associations 
should  bring  this  matter  to  their  next  meeting  before  the  spring  training 
starts  and  vote  for  its  elimination  as  a competitive  technique  in  the  classi- 
cal high  jump. 

The  Fosbury  Style  of  jumping  over  the  high  bar  is  dangerous.  This  bi- 
zarre style  of  jumping  can  produce  serious  neck  injuries,  including 
cervical  fractures,  and  permanent  damage  to  the  high  thoracic  and 
cervical  spinal  cord.  Quadriplegia  or  death  could  result  from  accidents 
in  trying  this  style  of  jumping.  Every  effort  should  be  made  by  the 
coaches  themselves  to  control  the  style  of  the  high  jump.  High  School 
Athletic  League  Associations  should  outlaw  the  style  of  the  jump  at  their 
winter  meeting.  The  Sports  Medicine  Committee  of  The  Medical  Society 
of  Virginia  and  the  American  Medical  Association  should  endorse  the 
physical  folly  of  the  style  and  recommend  its  immediate  abolition  before 
spring  training  begins  in  1969. 


J.  Treacy  O’Hanlan,  M.D. 

Dr.  O’Hanlan  is  a Surgeon,  Waynesboro  Hospital,  Waynesboro,  Virginia.  He  is 
Consultant  of  Woodrow  Wilson  Rehabilitation  Center,  Fishersville,  and  a Consultant 
to  Virginia  Commonwealth  University,  Richmond. 
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Immediate  Postsurgical  Prosthetics 

A Preliminary  Report 


There  are  several  advantages  in 
the  practice  of  early  ambulation 
for  leg  amputees . This  is  achieved 
by  fitting  a rigid  plaster  socket 
and  pylon  at  the  time  of  surgery. 
The  interval  between  operation 
and  rehabilitation  is  dramatically 
shortened.  Care  must  be  taken , 
however , not  to  proceed  too  rap- 
idly when  the  circulation  in  the 
stump  or  the  remaining  foot  is 
borderline. 

OINCE  EARLY  1967,  we  have  adopted 
^ Dr.  E.  M.  Burgess’  new  approach  to 
lower  extremity  amputee  rehabilitation. 
During  this  period  eight  amputees  have  been 
fitted  at  surgery  with  rigid  plaster  sockets 
and  pylons  molded  over  their  initial  dress- 
ings to  enable  them  to  begin  standing  and/ 
or  ambulating  within  the  first  several  post- 
operative days.  The  unique  benefits  of  this 
method  include  the  avoidance  or  diminution 
of  several  common  problems  encountered  in 
conventional  amputee  rehabilitation.  These 
are:  1 — stump  edema  and  its  resulting  pain; 
2 — stump  muscle  atrophy  and  weakness 
from  disuse;  3 — knee  and/or  hip  flexion 


WENDELL  E.  DINWIDDIE,  M.D. 
MARRIOTT  C.  JOHNSON,  JR.,  M.D. 
DAVID  O.  OCHS,  M.D. 

Charlottesville,  Virginia 

contractures  from  prolonged  confinement 
to  a bed  or  chair;  4 — psychological  reactions 
over  the  loss  of  the  limb  and  the  supposed 
impracticalities  of  prosthetic  replacement; 
and  5 — prolonged  reconditioning  with  sev- 
eral months  delay  in  permanent  prosthetic 
fitting,  ambulatory  training,  and  employ- 
ability. 

The  method  has  proven  successful  on  a 
strikingly  wide  variety  of  patients.  The  only 
contraindications  are  any  medical  disease  or 
condition  prohibiting  ambulation  and  any 
stump  not  closed  primarily  at  surgery.  Due 
to  the  low  cost  and  ease  of  making  the  plas- 
ter socket  and  pylon,  the  application  of  this 
technique  should  not  be  a problem;  candi- 
dates considered  to  be  borderline  as  to  their 
ability  to  use  a permanent  prosthesis  can  be 
better  evaluated.  Traditionally,  the  high 
cost  of  obtaining  a permanent  prosthesis 
would  have  negated  such  a trial  in  patients 
of  advanced  age,  apparent  weakness,  ques- 
tionable balance,  or  with  potential  compli- 
cating medical  problems. 

Method  of  Surgery 

Either  a conventional  closed  amputation 
or  the  myodesis  technique  described  by 
Burgess  can  be  used.  With  either,  hemo- 
vac  or  drain  should  be  used  routinely.  The 
wound  is  covered  with  fine  mesh  gauze  and 
then  padded  with  sterile  gauze  fluffs.  After 
painting  all  the  proximal  skin  with  benzoin 
or  liquid  adhesive  to  help  hold  the  final 
socket,  a sterile  three-ply  stump  sock  is 
pulled  up  to  the  groin  (for  AK’s  and  BK’s) . 
Ideally  this  is  made  of  orlon  "Spondex” 
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which  does  not  shrink  when  wetted.  Three- 
eighth  inch  felt  pads  are  cut,  skived,  and 
glued  onto  the  BK  sock;  no  pads  are  needed 
for  the  AK’s.  The  pads  should  cover  the 
anterior  crest  of  the  tibia,  head  of  the  fibula 
and  the  patella.  Without  using  any  other 
type  of  cast  padding,  elastic  plaster  is  ap- 


movac  tubes.  Several  rolls  of  standard  plas- 
ter are  then  added  for  strength.  As  it  sets, 
it  is  molded  well  against  the  tibial  flares,  the 
patellar  tendon,  and  in  the  popliteal  space 
with  the  knee  flexed  five  to  ten  degrees.  The 
AK  socket  is  less  critical.  Adequate  height 
is  important  as  all  the  thigh  must  be  in- 


Fig.  3.  Congenital  absence  of  tibia  in  a 1 J4  year  old  boy. 


Figs.  1 and  2.  A plastic  socket  with  an  articulated  knee 
type  pylon  and  SACH  foot. 


Fig.  4.  Knee  disarticulation  amputation  stump  of  the 
1 34  year  old  boy. 


CHART  I 


Post-Operative 


Time  to  Fit  Time  to  Its 
Reason  for  Permanent  Satisfactory 

Patient  Sex  Age  Type  Amputation  Prosthesis  Use 


C.  P F 134  Knee 

Disarticulation  Congenital  6 weeks  6 weeks 

J L M 46  BK  Diabetes,  vascular  22  weeks  22  weeks 

B.  G M 51  BK  Diabetes,  vascular  8 weeks  8 weeks 

Z.  A M 67  BK  Diabetes,  vascular  32  weeks  32  weeks 

*M.  c F 76  BK  Diabetes,  vascular 

R.  D M 67  AK  Diabetes,  vascular  8 weeks  8 weeks 

G.  M M 64  AK  Sarcoma  22  weeks  22  weeks 

F.  D M 15  BK  Trauma  8 weeks  8 weeks 


*Gangrene  developed  and  AK  amputation  was  necessary;  patient  died  of  stroke  two  weeks  post  second  operation. 
Five  were  independent  on  their  temporary  prosthesis;  two  returned  to  work  on  them. 

plied,  rolling  more  firmly  distally  than  eluded.  The  lack  of  ability  to  form  a 
proximally,  allowing  an  egress  for  the  he-  quadrilateral  socket  shape  with  an  ischial 
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seat  is  not  a contraindication.  We  have 
found  they  do  well  in  a plug  socket. 

When  the  temporary  socket  plaster  has 
hardened,  the  pylon  is  aligned  and  wrapped 
on  with  more  plaster.  The  pylon  attach- 
ment may  be  delayed  until  the  time  of 


Fig.  5.  The  1J/2  year  old  boy  on  his  temporary  three  days 
post-amputation;  note  the  simple  peg  leg  type  temporary 
pylon. 


weight  bearing.  A supracondylar,  silesian, 
or  shoulder  strap  is  finally  attached  for  sus- 
pension when  necessary.  The  manufactured 
pylons  enable  the  pylon  to  be  disconected 
from  the  socket  when  the  patient  is  in  bed. 

Post-operatively  the  hemovac  is  removed 
on  the  first  or  second  post-operative  day  by 
gently  pulling  it  out  through  the  plaster. 
The  patient  is  then  encouraged  to  sit  and 
stand  at  the  bedside  as  tolerated.  Most  can 


tolerate  partial  weight-bearing  within  sev- 
eral days  and  can  ambulate  well  in  parallel 
bars  within  a week.  The  initial  cast  and 
dressings  can  be  left  until  sutures  are  re- 
moved at  two  weeks,  but  if  there  is  much 
drainage  evident  on  the  cast,  it  is  best  to 


Fig.  6.  This  wound  produced  by  a manure  spreader  proved 
suitable  for  an  immediate  post-surgical  prosthesis  after 
debridement  and  closure. 


Fig.  7.  Technique  of  OR  padding  of  a BK  stump. 

window  the  cast  and  change  the  dressing,  or 
to  change  the  cast  entirely  to  avoid  skin 
maceration.  As  ambulation  proceeds  and 
the  cast  loosens,  stump  socks  can  be  added 
as  fillers  or  a new  socket  can  be  made.  Plas- 
tic sockets  (Figs.  1 and  2),  are  available 
commercially  for  AK’s.  They  come  in  sev- 
eral sizes  and  are  adjustable.  Though  some- 
what more  costly,  they  are  lighter  and  easier 
to  pull  on  an  off. 

Discussion 

In  our  series  of  eight  cases  (Chart  I), 
there  were  six  males  and  two  females,  with 
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two  AK,  five  BK,  and  one  knee  disarticula- 
tion. The  median  age  was  5 1,  ranging  from 
two  to  76.  The  average  time  to  weight 
bearing  on  a temporary  prosthesis  post- 
operatively  was  three  days. 


Fig.  8.  Patient  from  #7  on  his  temporary  three  days 
after  surgery. 


Though  stump  survival  at  the  BK  level 
in  several  of  these  patients  would  have  been 
dubious  even  under  standard  amputation 
methods,  we  have  reservations  about  imme- 
diate ambulation  in  patients  with  end- 
vessel  vascular  disease.  The  added  stress  of 
weight  bearing  on  potentially  compromised 
skin,  plus  the  difficulty  of  complete  daily 


wound  inspection,  makes  it  seem  advisable 
in  some  to  await  certain  wound  viability 
before  ambulation  is  begun.  We  have  had 
areas  of  skin  breakdown  in  the  diabetic 
amputees,  forcing  delays  in  ambulation  and 
discontinuation  of  the  temporary  prosthesis. 
This  is  usually  for  a period  of  one  to  two 
weeks;  an  elastic  stump  wrapping  is  used 
during  this  period.  However,  as  soon  as  the 
skin  was  healed,  the  patients  have  gone  right 
back  to  the  use  of  a temporary  prosthesis. 
Other  groups2,3  have  reported  less  difficulty 
when  ambulation  is  delayed  for  two  to  three 
weeks  in  patients  with  questionable  skin 
viability. 

Two  other  groups  of  amputees  were  not 
referred  to  us  at  the  time  of  surgery.  One 
group  includes  five  amputees  referred  to 
our  amputee  clinic  an  average  of  two 
months  post-surgery.  The  other  includes 
thirty  amputees  seen  at  Woodrow  Wilson 
Rehabilitation  Center  an  average  four  to  six 
months  post-amputation.  In  both  groups, 
all  were  fitted  with  plaster  or  plastic  tem- 
poraries upon  or  soon  after  their  first  visit 
to  the  clinic.  Generally,  we  have  found  that 
shrinkage  of  edematous  and  flabby  stumps 
proceeds  rapidly  even  many  months  post- 
amputation. Also  it  serves  as  a method  in 
determining  whether  a patient  is  a candidate 
for  a permanent  prosthesis,  since  most  of 
the  patients  who  learned  to  handle  the  tem- 
porary prosthesis  have  gone  on  to  satisfac- 
tory use  of  a permanent  one.  For  those  who 
prove  to  be  candidates  for  a permanent 
prosthesis,  fitting  is  usually  possible  within 
four  to  eight  weeks  of  use  of  the  initial  tem- 
porary limb. 

Summary 

The  advantages  and  techniques  of  imme- 
diate post-surgical  temporary  prosthesis  are 
presented.  In  addition,  the  experience  with 
delayed  temporary  prosthesis  for  healed 
amputees  is  noted  as  an  excellent  method 
to  shrink  and  condition  older  stumps  and 
to  evaluate  candidates  for  permanent  pros- 
thesis. 
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Conclusions 

1.  Immediate  post-op  fitting  of  amputees 
with  rigid  plaster  dressings  and  judicious 
eariy  ambulation  speed  up  and  facilitate 
their  physical  and  economic  rehabilitation. 

2.  Temporary  prosthesis  can  also  facili- 
tate evaluation  of  healed  amputees  and  per- 
mit earlier  fitting  of  a permanent  prosthesis. 
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New  Electron  Microscope  at  University 


A virus  floating  in  space,  minute  defects 
in  the  crystalline  structures  of  alloys,  and 
protein  formations  in  human  cells  may  soon 
be  scrutinized  as  never  before  by  scientists 
using  one  of  the  world’s  most  powerful  re- 
search tools  at  the  University  of  Virginia. 

Leading  experts  in  electron  microscopy 
from  around  the  country  were  on  hand  for 
the  official  unveiling  of  the  University’s  new 
500,000  volt  electron  microscope  on  Oc- 
tober 3. 

The  new  microscope,  which  will  be  op- 
erated by  the  department  of  materials 
science  in  the  School  of  Engineering  and 
Applied  Science,  was  custom  built  for  the 
University  by  the  Radio  Corporation  of 
America. 

Dr.  H.  G.  F.  Wilsdorf,  chairman  of  the 
department  of  materials  science,  said  that 
the  powerful  instrument  will  allow  obser- 
vations and  photographs  of  structures  that 
to  this  time  have  never  been  observed 
clearly. 

The  information  gathered  through  use 
of  the  device  could  lead  to  advances  in 
many  fields:  improved  materials  for  space 
applications,  fresh  knowledge  of  virus  for- 


mations useful  in  controlling  and  treating 
diseases,  and  increased  understanding  of  cell 
components. 

Dr.  Kenneth  R.  Lawless,  professor  of 
materials  science  at  the  University,  will  be 
the  faculty  member  primarily  responsible 
for  the  microscope. 

The  12-foot  tall  microscope  uses  500,000 
volts  of  power  to  accelerate  an  electron 
beam  toward  the  specimen.  Its  vast  power 
insures  far  less  scattering  of  electrons  and 
consequently  less  damage  to  the  specimen 
than  conventional  electron  microscopes. 

High  quality  light  microscopes  have  use- 
ful magnifying  power  of  about  1,000  times. 
A standard  electron  microscope  (the  Uni- 
versity has  seven  of  them)  has  a beam 
capable  of  penetrating  for  accurate  study 
specimens  no  thicker  than  1/2  5 0,000th  to 
1/125, 000th  of  an  inch. 

The  University’s  unconventional  model 
with  its  high  voltage  system  will  permit  the 
study  of  materials  with  a thickness  of 
1/2 5,000th  of  an  inch.  Its  direct  electron 
power  can  magnify  a subject  200,000  times 
and  its  guaranteed  resolving  power  is  to 
within  about  1/30,000,000  of  an  inch. 
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Common  Bile  Duct  Obstruction  by  Ascaris  with 
Hepatic  Abscess 


C.  H.  PARK,  M.D. 

R.  J.  NOLD,  M.D. 

H.  W.  KUEHN,  M.D. 
JOHN  FOSTER,  M.D. 
Norfolk,  Virginia 


This  patient  ivith  common  bile 
duct  obstruction  and  liver  abscess 
due  to  ascariasis  made  a complete 
recovery  following  operation. 


A SCARIASIS  is  a common  helminthic 

^ infestation  in  humans,  especially  in 
tropical  and  subtropical  countries.  Even 
though  there  is  a low  incidence  of  ascariasis 
in  the  United  States,  every  physician  should 
be  aware  of  this  problem  because  of  fre- 
quent international  exchange.' 

Various  organs  can  be  involved  by  ascaris 
and  particularly  biliary  involvement  is  a 
frequent  occurrence.'  A high  incidence  of 
biliary  ascariasis,  which  was  1.5%  of  all  hos- 
pital admissions,  was  reported  by  Robert  M. 
Wright  et  al.6  and  in  Crowell’s  12  autopsy 
cases  of  biliary  ascariasis,  six  of  them  were 
associated  with  liver  abscess.1 

The  following  is  a case  report  of  com- 
mon bile  duct  obstruction  by  dead  ascaris, 
complicating  liver  abscess  in  a young  Iranian 
exchange  student. 

Park,  C.  H.,  M.D.,  Resident  in  Radiology,  DePaul 
Hospital,  Norfolk,  Virginia.  Presently  at  Department 
of  Radiology,  School  of  Medicine,  University  of 
North  Carolina,  Chapel  Hill. 

Kuehn,  H.  W.,  M.D.,  Radiologist,  DePaul  Hos- 
pital, Norfolk. 

Nold,  R.  J.,  M.D.,  Radiologist,  DePaul  Hospital, 
Norfolk. 

Foster,  John,  M.D.,  Chief,  Department  of  Ra- 
diology, DePaul  Hospital,  Norfolk. 


Case  Report:  (R.A.  144708) 

A 22  year  old  Iranian  male  was  admitted 
to  DePaul  Hospital  on  6-23-66,  complain- 
ing of  severe  epigastric  and  right  upper 
quadrant  pain,  without  nausea,  vomiting  or 
loose  bowel  movements,  of  eight  hours 
duration. 

The  patient  had  a long  history  of  epigas- 
tric pain  since  he  was  a child  and  four  years 
prior  to  this  admission  there  were  similar 
episodes  of  severe  epigastric  pain,  diagnosed 
as  peptic  ulcer  by  upper  G.I.  series  at  that 
time.  One  year  prior  to  this  admission,  the 
patient  had  another  episode  of  severe  epi- 
gastric pain  and  was  treated  at  the  Medical 
Center,  Washington,  D.C.,  with  a diagnosis 
of  peptic  ulcer.  There  was  positive  past 
history  of  parasitic  infestation. 

Physical  examination  revealed  an  acutely 
ill,  well  developed,  well  nourished,  Iranian 
white  male  who  had  slight  icteric  sclerae 
and  severe  tenderness  in  the  epigastrium  and 
right  upper  quadrant  without  a definite 
mass.  Blood  pressure  was  125/80,  pulse  88 
per  minute  and  body  temperature  101°  F. 
on  admission. 

Laboratory  examination  revealed  hemo- 
globin 14.8  gms.,  white  blood  cells  10,700 
with  19%  eosinophilia.  Bile  was  positive  in 
the  urine  and  the  urobilinogen  was  nega- 
tive. Total  bilirubin  was  5.5  mgs.  with  di- 
rect 3.2  mgs.  Total  serum  protein  6.9  gms. 
with  albumin  2.2  gms.  Three  stool  exami- 
nations were  free  of  ova,  parasites  and  oc- 
cult blood. 

On  the  second  hospital  day,  the  patient 
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was  noted  to  be  markedly  icteric  in  both 
sclerae  and  repeated  laboratory  studies  re- 
vealed total  bilirubin  7.5  mgs.  with  direct 
4.4  mgs.  Alkaline  phosphatase  was  elevated 
and  41%  eosinophilia  was  noted. 

X-ray  examinations,  including  chest,  flat 
and  upright  abdomen  and  upper  G.I.  series, 
were  negative  and  intravenous  cholangio- 
gram  on  the  second  hospital  day  showed 
non-visualization. 

With  a pre-operative  diagnosis  of  ob- 
structive jaundice,  the  patient  was  explored 
on  the  seventh  hospital  day.  The  gallbladder 
was  distended  and  inflamed,  which  was 
diagnosed  as  chronic  cholecystitis  with 
marked  eosinophilia  on  microscopic  exam- 
ination. The  common  bile  duct,  cystic  duct 
and  hepatic  ducts  were  dilated  as  much  as 
three  times  normal  size  and,  on  exploration 
of  the  common  bile  duct,  there  were  no 
stones  found  but  there  was  1 5 cc.  of  green 
gelatinous  material,  accompanying  mul- 
berry shaped  green-yellow  structures,  which 
were  reported  as  integuments  of  nematode, 
consistent  with  ascaris.  (Fig.  1) 


Fig.  1.  Operative  Specimen: 


Gallbladder  measured  8.5  cm.  in  length  and,  upon 
opening,  the  gallbladder  contains  12  cc.  of  viscid  bile 
and,  in  the  cystic  and  common  bile  ducts,  there  was 
about  15  cc.  of  green  gelatinous  shell-like  structures. 
Multiple  green-yellow  pieces  on  the  right  side  of  the 
gallbladder  were  removed  from  the  common  bile  duct 
and  cystic  duct.  On  microscopic  examination,  these 
materials  showed  non-cellular,  laminated  appearance, 
which  is  characteristic  of  the  integuments  of  ascaris. 

On  operative  cholangiogram  (Fig.  2) 
the  common  bile  duct  and  hepatic  radicals 


were  markedly  dilated  and  there  was  leaking 
of  the  dye  into  an  apparent  abscess  cavity, 


Fig.  2.  Operative  Cholangiogram  showing  marked  dila- 
tation of  common  bile  duct,  hepatic  ducts  and  left 
hepatic  radicals  with  leakage  of  contrast  material  into 
an  abscess  cavity,  which  is  located  in  the  left  lobe  of 
the  liver. 

which  was  located  in  the  superior  aspect 
of  the  left  lobe  of  the  liver. 


Fig.  3.  Post-operative  t-tube  cholangiogram  shows  ab- 
scess cavity  (f)  in  left  lobe  of  the  liver,  connecting 
t with  dilated  biliary  duct.  Arrow  t indicates  air  filled 
biliary  radicals  in  the  left  lobe  of  the  liver. 

The  liver  scan  (Fig.  4)  also  showed 
diminished  activity  in  the  left  lobe  of  the 
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liver,  in  the  same  location  as  the  abscess 
cavity  demonstrated  by  t-tube  cholangio- 
gram.  (Fig.  3)  No  bacteria  or  ova  were 
found  in  drainage  from  the  t-tube  and  the 
t-tube  cholangiograms  on  three  occasions,  at 
intervals,  showed  gradual  decrease  in  size  of 
the  abscess  cavity  in  the  left  lobe  of  the  liver. 
Post-operatively,  barium  enema  and  small 
bowel  series  showed  no  evidence  of  adult 
ascaris  in  the  gastrointestinal  tract.  After 
operation,  the  patient  was  afibrile  and  the 
patient  was  placed  on  anthelminthic  medi- 
cation for  several  days.  On  the  twelfth  post- 
operative day,  the  patient  was  discharged 
in  good  condition  and  total  bilirubin 
dropped  to  2.5  mgs.  with  direct  1.4  mgs. 
For  several  months,  patient  was  followed  in 
surgical  clinic  without  further  complica- 
tions. The  patient  returned  to  his  country 
and  apparently  is  doing  well. 

Discussion 

The  most  common  cause  of  liver  abscess 
is  a pyogenic  organism  and,  according  to 
Leer,  ascaris  is  the  second  most  common 
cause.  Incidence  of  liver  abscess  in  biliary 
ascariasis  is  variable.  Crowell1  reported  5 0% 
incidence  in  biliary  ascariasis  and,  on  the 
other  hand,  Wright  et  al.1’  have  not  seen 
liver  abscess  in  their  3 5 cases  of  ascariasis 
of  the  bile  duct. 

There  are  two  possible  explanations  for 
formation  of  hepatic  abscess  in  biliary  as- 
cariasis. The  first  is  mechanical  obstruction 
with  migration  of  the  ascaris  into  the  small- 
er biliary  radical  in  asociation  with  simu- 
lated foreign  body  reaction.4  Acute  cho- 
langitis, liver  abscess,  cholecystitis,  per- 
foration of  the  common  hepatic  duct, 
choledocholithiasis  and  hepatitis  are  com- 
plications of  biliary  ascariasis  and  the  acute 
cholangitis  is  the  most  common  complica- 
tion. Acute  cholangitis  is  present  to  some 
extent  in  all  cases  and  there  is  purulent  bile 
formation  as  the  disease  progresses  and  it  is 
obvious,  then,  that  the  second  cause  of 
hepatic  abscess  is  due  to  purulent  cholan- 
gitis." 


Phillips  and  Yune"  reported  a significant 
incidence  of  ova-free  stools  in  the  presence 
of  helminthic  infestation  of  the  biliary  tree 
although,  there  is  80%  ova-positive  stools 
in  other  series. 

Eosinophilia  of  more  than  10%  is  fre- 
quently one  of  the  laboratory  findings  in 
human  ascariasis  and  the  higher  the  eosino- 
philia, the  higher  the  sensitization.' 

In  reviewing  literature,  roentgenographic 
demonstration  of  hepatic  abscess,  secondary 
to  common  bile  duce  obstruction  by  dead 
ascaris,  has  not  been  reported. 


Fig.  4.  Post-operative  liver  scan  shows  increased  uptake 
in  spleen  (S)  and  diminished  uptake  in  the  left  lobe 
of  the  liver  in  the  same  location  as  the  abscess  cavity, 
demonstrated  by  operative  and  post-operative  t-tube 
cholangiograms. 

Summary 

A case  is  reported  in  which  the  common 
bile  duct  was  obstructed  by  residual  integu- 
ments of  ascaris,  complicating  chronic  cho- 
lecystitis, intrahepatic  cholangitis  with 
marked  eosinophilia  and  liver  abscess,  which 
was  demonstrated  by  operative  cholangio- 
gram,  t-tube  cholangiograms  and  liver 
scan. 
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Clinical  History 

This  60  year  old  man  was  a fiber  industry 
jet  specialist.  He  was  admitted  to  Univer- 
sity of  Virginia  Hospital  for  evaluation  of 
fever  and  a 1 5 pound  weight  loss. 

Chronic  myelocytic  leukemia  had  been 
diagnosed  three  years  previously,  and  after 
several  x-ray  treatments  to  the  splenic  area, 
therapy  with  Myleran  had  resulted  in  a 
good  clinical  response.  Three  months  prior 
to  admission,  he  began  to  note  anorexia, 
decreased  exercise  tolerance,  and  a gradual 
15  pound  weight  loss.  Three  weeks  prior 
to  admission,  he  was  unable  to  continue 
work  because  of  almost  daily  chills,  fever 
— 102  to  103  (F),  and  night  sweats.  He 

had  noted  no  change  in  a chronic  cough, 
which  was  non-productive.  He  denied 


headache,  backache,  flank  or  abdominal 
pain,  jaundice,  dysuria,  diarrhea,  and  arth- 
ritis. There  was  no  history  of  heart  disease. 
There  was  no  family  history  of  tuberculosis, 
diabetes,  or  cancer,  and  no  history  of  con- 
tact with  persons  known  to  be  ill. 

Physical  Examination : The  patient  ap- 
peared sallow,  depressed,  and  chronically 
ill.  His  blood  pressure  was  110/80,  pulse 
108,  weight  66.7  Kg.,  and  his  admission 
temperature  was  37.6°C.  The  sclerae  were 
clear  and  the  fundi  were  benign.  The  left 
maxillary  sinus  transilluminated  poorly  and 
a small  amount  of  purulent  discharge  was 
noted.  There  was  no  palpable  lymphade- 
nopathy;  the  chest  was  clear.  A grade  2 
of  6 holosystolic  non-radiating  murmur  was 
heard  best  at  the  base.  Three  finger  spleno- 
megaly was  noted,  but  the  remainder  of  his 
exam  was  unremarkable. 

Laboratory  Data:  Seven  months  prior  to 
admission,  the  white  blood  count  (W.B.C.) 
was  42,000  with  a differential  compatible 
with  his  underlying  disease,  hematocrit 
(Hct)  was  40,  and  platelet  (pits)  count 
703,000,  prior  to  restarting  Myleran.  At 
the  time  of  admission,  WBC  was  7,600  with 
three  blasts  noted,  hct.  was  33%,  and  pits 
were  176,000.  Later  nucleated  red  blood  cells 
(5-6)  and  12%  blasts  were  noted  on  one 
occasion.  Subsequently,  the  WBC  gradually 
fell  to  5 00,  Hct.  to  24,  and  pits,  to  7,000; 
the  differential  was  unchanged. 

Fungal  complement  fixation  tests  were 
normal  as  were  skin  tests  (including 
P.P.D.).  Coombs  tests,  L.E.  prep,  febrile 
agglutinins,  calcium,  phosphorus,  and  uric 
acid  were  normal.  There  was  slight  biliru- 
binemia  noted  10  days  prior  to  death,  and 
L.D.H.  was  elevated  on  two  occasions. 
SGOT,  SGPT,  and  other  tests  were  normal 
early  during  hospitalization.  Protein  elec- 
trophoresis revealed  hypoalbuninemia  with 
slightly  increased  alpha  and  gamma  globu- 


728 


Virginia  Medical  Monthly 


lin.  Bone  marrow  biopsy  revealed  fibrosis. 
Urine  on  admission  contained  5-15  WBC 
and  4-8  RBC,  and  grew  proteus  species,  sen- 
sitive to  kanamycin,  streptomycin,  nitro- 
furantoin, and  chloramphenicol.  Subsequent 
urinalysis  and  cultures  were  unremarkable. 
Multiple  blood,  sputum,  and  stool  cultures 
failed  to  reveal  pathogens.  Urinary  steroid 
studies:  17  Keto. — 2.4  mg/24  hrs.  and  17 
Hydroxy. — 36.8  mg/24  hrs.  (normal  Keto. 
10-20  Hydroxy  8-25  mg/24  hrs.). 

Hospital  Course:  The  patient  had  per- 
sistent remittant  fever  for  the  first  four 
weeks  of  hospitalization  despite,  tetracy- 
cline, kanamycin,  chloramphenicol,  and  ni- 
trofurantoin. For  the  last  1 0 days,  he  received 
prednisone  and  isoniazide  which  initially 
effected  reduction  in  temperature,  but  this 
subsequently  rose  to  > 39°  and  was  unre- 
sponsive colistin.  Dianabol  was  given  dur- 
ing his  last  three  weeks.  Steroids  were  studied 
because  of  increased  skin  pigment. 

A progressive  downhill  course  was  char- 
acterized during  the  last  10  days  by  rales  at 
both  lung  bases,  and  subsequently  by  a right 
lower  lobe  infiltrate  by  x-ray.  Perianal 
pressure  on  voiding  was  soon  followed  by 
bloody  diarrhea,  necessitating  blood  trans- 
fusions during  the  last  week;  a proctoscopic 
examination  was  done  and  was  negative. 
During  the  final  24  hours,  there  was  tachy- 
pnea, tachycardia,  hypotension,  cough  and 
yellow  sputum  and  bloody  diarrhea  which 
were  uncontrolled,  and  he  expired. 

Clinical  Discussion 

Dr.  Daniel  Mohler : The  case  for  discus- 
sion today  is  a 60  year  old  white  man  who 
had  a myeloproliferative  disorder  and  a fever 
of  unknown  origin.  I would  like  to  focus 
my  attention  on  three  main  questions.  ( 1 ) 
What  type  of  myeloproliferative  disorder 
did  he  have?  (2)  What  was  the  cause  of 
his  fever?  and  (3)  What  was  the  signifi- 
cance of  his  hyperpigmentation? 

With  respect  to  his  myeloproliferative 
disorder  the  differential  diagnosis  lies  be- 
tween chronic  myelocytic  leukemia  and 


myelofibrosis  with  myeloid  metaplasia.  I 
had  the  opportunity  to  talk  with  Dr. 
Charles  Crockett  who  took  care  of  the  pa- 
tient during  his  illness.  When  he  first  saw 
him  in  1964,  he  thought  that  he  had  the 
typical  findings  of  chronic  myelocytic  leu- 
kemia with  a white  count  of  over  100,000 
and  peripheral  blood  smear  showing  many 
immature  forms  of  the  myeloid  series,  a 
bone  marrow  which  showed  marked  mye- 
loid hyperplasia  without  fibrosis,  and  mod- 
erate splenomegaly.  Dr.  Crockett  does  not 
recall  seeing  nucleated  red  cells  or  abnor- 
mally shaped  red  cells  on  the  blood  smear 
at  that  time.  Thus,  it  would  appear  that  the 
patient  had  the  usual  clinical  picture  of 
chronic  myelocytic  leukemia  at  the  onset 
of  his  illness,  but  two  important  pieces  of 
confirmatory  evidence  were  missing,  leuko- 
cyte alkaline  phosphatase  (LAP)  values  and 
chromosone  studies  on  a bone  marrow  speci- 
men. In  chronic  myelocytic  leukemia,  the 
LAP  activity  in  mature  granulocytes  is  very 
low.  There  are  some  exceptions  to  this,  but 
in  well  over  90%  of  the  cases  of  typical 
chronic  myelocytic  leukemia,  LAP  values 
are  below  normal  and  one  would  be  reluc- 
tant to  make  the  diagnosis  in  the  face  of 
normal  or  high  values.  More  recently  an 
even  more  specific  finding  has  been  de- 
scribed in  chronic  myelocytic  leukemia  and 
that  is  the  occurrence  of  a consistent  chro- 
mosomal abnormality  in  cultured  bone  mar- 
row cells.  This  chromosomal  defect,  which 
is  called  the  Ph1  chromosome,  is  an  abnor- 
mally small  chromosome  in  the  21  position. 
Although  rare  cases  of  polycythemia  vera1 
and  myelofibrosis  with  myeloid  metaplasia" 
have  been  described  that  showed  this  type 
of  chromosomal  defect  and  an  occasional 
otherwise  typical  case  of  chronic  myelocytic 
leukemia  has  failed  to  show  the  abnormal- 
ity/ the  Ph1  chromosome  occurs  almost  ex- 
clusively in  chronic  myelocytic  leukemia  and 
is  present  in  nearly  all  cases.  It  would  have 
been  of  great  interest  to  have  had  LAP  and 
chromosome  studies  both  at  the  beginning 
and  towards  the  end  of  his  illness. 
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The  patient  was  treated  with  several 
courses  of  splenic  radiation  and  then  with 
busulfan  (Myleran)  intermittently  for  sev- 


lofibrosis  with  myeloid  metaplasia.  The 
white  count  was  7,600/mm.3  and  the 
peripheral  blood  smear  showed  nucleated 


Fig.  1.  Biopsy  of  bone  marrow  illustrating  hypocellularity,  moderately  numerous  mega- 
karyocytes and  representatives  of  other  hematopoietic  cell  lines,  and  fibrosis.  Below, 
a reticulin  stain  demonstrates  increased  amounts  of  that  substance.  The  picture  is 
that  of  myelofibrosis  with  no  features  suggestive  of  leukemia.  (Top:  H.  & E.  stain; 
X 520;  Bottom:  Wilder’s  reticulin  stain,  X 520.) 


eral  years.  When  he  was  admitted  to  the 
University  of  Virginia  Hospital  in  Febru- 
ary 1967,  he  then  had  the  picture  of  mye- 


red  cells,  immature  granulocytes,  and  con- 
siderable variation  in  the  size  and  shape  of 
the  red  cells.  Although  tear  drop  shaped 
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red  cells  were  not  mentioned,  they  may  well 
have  been  present.  A bone  marrow  biopsy 
showed  extensive  fibrosis  of  the  marrow 
(Figure  1). 

The  intriguing  question  is  whether  this 
patient  started  off  with  chronic  myelocytic 
leukemia  which  later  evolved  into  myelo- 
fibrosis with  myeloid  metaplasia  or  whether 
myeloid  metaplasia  was  present  from  the 
outset.  From  the  information  available,  it 
is  impossible  to  answer  this  question.  It  is 
not  too  unusual  in  chronic  myelocytic  leu- 
kemia to  see  some  fibrosis  in  the  marrow 
and  some  myeloid  metaplasia  in  the  spleen, 
but  this  is  usually  slight  in  degree.  On  the 
other  hand,  high  white  counts  occur  fre- 
quently in  myeloid  metaplasia,  but  it  is  un- 
usual for  them  to  be  over  100,000  as 
occurred  in  this  patient.  In  their  book  on 
"Leukemia”,  Dameshek  and  Gunz4  describe 
a patient  who  started  off  with  what  was 
considered  typical  chronic  myelocytic  leu- 
kemia and  after  several  years  of  treatment 
with  bulsulfan  ended  up  with  extensive 
myelofibrosis  and  myeloid  metaplasia.  How- 
ever, in  their  patient  as  in  the  one  under 
discussion,  there  were  no  LAP  or  chromo- 
some studies  early  in  the  course  of  the  illness. 

Another  consideration  is  whether  the  pa- 
tient ended  up  with  the  picture  of  acute 
myelocytic  leukemia.  Both  chronic  myelo- 
cytic leukemia  and  myeloid  metaplasia  may 
terminate  in  acute  leukemia.  Although  there 
were  as  many  as  12%  blasts  recorded  in  his 
peripheral  blood  on  one  occasion,  I would 
have  expected  even  more  if  he  were  under- 
going a blastic  transformation,  and  later 
differential  counts  showed  even  fewer  blasts. 

With  respect  to  his  hematologic  problem, 
I think  the  autopsy  findings  will  show  wide- 
spread myelofibrosis  of  the  bone  marrow  and 
myeloid  metaplasia  involving  the  spleen  and 
liver  without  evidence  of  acute  leukemia. 

Now  to  turn  our  attention  to  the  cause 
of  his  fever  which  was  what  led  us  to  his 
last  admission.  For  three  weeks  before  com- 
ing to  the  hospital,  he  had  suffered  with 
chills,  fever,  night  sweats,  weakness  and 


anorexia.  There  had  been  a 1 5 pound  weight 
loss  and  he  had  had  a chronic  non-produc- 
tive cough.  Pertinent  physical  findings 
while  in  the  hospital  included  poor  trans- 
illumination of  the  sinuses,  purulent  nasal 
discharge,  grade  II  systolic  murmur,  and 
splenomegaly.  The  lungs  were  clear  ini- 
tially, but  near  the  end  of  his  life,  he  devel- 
oped abnormal  signs  over  the  right  base. 

There  are  a number  of  possibilities  which 
should  be  considered  as  the  cause  for  his  pro- 
longed unexplained  fever,  most  of  which 
I will  be  able  to  discard. 

In  patients  with  leukemias  and  lympho- 
mas who  have  fever,  the  question  always 
arises  as  to  whether  the  fever  is  due  to  the 
basic  disease  rather  than  to  any  underlying 
infection.  This  happens  not  infrequently  in 
acute  leukemia  and  Hodgkin’s  disease,  but 
infrequently  in  other  leukemias  and  lym- 
phomas, and  one  should  always  search  dili- 
gently for  some  infectious  process.  It  would 
be  unusual  for  uncomplicated  chronic 
myelocytic  leukemia  or  myeloid  metaplasia 
to  be  the  cause  of  significant  fever. 

Subacute  bacterial  endocarditis  should  be 
considered  in  view  of  the  heart  murmur  and 
the  enlarged  spleen,  but  I think  this  possi- 
bility may  be  discarded  since  there  was  no 
change  in  the  murmur,  the  splenomegaly 
was  secondary  to  his  blood  disorder,  and 
many  blood  cultures  were  negative. 

The  patient  did  seem  to  have  some  degree 
of  sinusitis  with  poor  transillumination  of 
the  antra  and  a purulent  nasal  discharge. 
Dr.  Keats,  perhaps  this  would  be  a good  time 
to  see  the  sinus  x-rays  and  other  x-ray  films 
that  you  have  of  this  patient. 

Dr.  Theodore  Keats:  There  is  no  radio- 
graphic  evidence  of  sinusitis.  The  skeleton 
is  normal  except  for  changes  of  aging.  An 
intravenous  urogram  is  normal  except  for 
splenomegaly.  Chest  films  show  evidence 
of  old  granulomatous  disease  in  both  upper 
lobs  with  multiple  small  areas  of  calcifica- 
tion probably  representing  old  histoplas- 
mosis. A chest  film  made  shortly  before 
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death  reveals  pneumonitis  in  the  right  lower 
lobe. 

Dr.  Mohler:  Do  you  think  there  was  any 
increase  in  bone  density  for  a man  of  this 
age? 

Dr.  Keats:  No. 

Dr.  Mohler:  Why  do  you  think  the  old 
lesions  on  the  chest  film  look  more  like 
inactive  histoplasmosis  than  inactive  tuber- 
culosis? 

Dr.  Keats:  Because  of  their  scattered 
nature  and  the  small  punctuate  areas  of  cal- 
cification. 

Dr.  Mohler:  Although  the  patient  did 
have  signs  of  sinusitis,  I doubt  that  it  ac- 
counted for  his  prolonged  fever  because  I 
would  have  expected  it  to  have  cleared  up 
after  the  broad  spectrum  of  antibiotic  cov- 
erage he  received. 

Similarly,  it  is  unlikely  that  the  urinary 
tract  infection  noted  was  the  cause  of  his 
long  standing  fever,  because  the  fever  per- 
sisted after  seemingly  successful  therapy  with 
Furadantin.  Intravenous  pyelography  show- 
ed no  signs  of  chronic  pyelonephritis. 

It  is  well  known  that  patients  with  leu- 
kemias and  lymphomas  are  prone  to  develop 
infections  with  organisms  not  ordinarily 
very  pathogenic  such  as  mucormycosis, 
aspergillus,  monilia,  and  cryptococcus.  These 
opportunistic  infections  usually  occur  in 
patients  with  acute  leukemia  or  the  lympho- 
proliferative  disorders  such  as  lymphosar- 
coma, particularly  in  those  patients  receiving 
corticosteroid  therapy.  The  patient  did  not 
receive  prednisone  until  the  end  of  his 
course,  and,  as  far  as  I am  aware,  busulfan 
therapy  does  not  predispose  to  infection. 
If  one  of  these  organisms  was  the  culprit, 
I would  expect  it  to  have  been  cultured, 
although  a lumbar  puncture  was  not  done, 
and  a cryptococcal  infection  could  have 
been  missed. 

Terminally,  the  patient  developed  the 
physical  signs  and  x-ray  findings  of  a right 
lower  lobe  pneumonia.  At  the  time  he  was 


receiving  prednisone  and  had  received  mul- 
tiple antibiotics  in  the  recent  past.  A bac- 
terial infection  with  proteus  or  pseudomonas 
would  be  a good  bet. 

Having  considered  and  discarded  a num- 
ber of  possible  causes  for  his  longstanding 
and  refractory  fever,  let  me  focus  on  what 
I think  are  the  two  most  likely  causes — 
tuberculosis  and  histoplasmosis.  I will  nar- 
row it  down  to  these  two  considerations, 
but  it  is  very  difficult  to  choose  between 
them  as  they  are  both  good  contenders,  and 
either  could  produce  this  clinical  picture. 

First,  I will  consider  tuberculosis.  The 
symptoms  of  chronic  fever,  cough,  weight 
loss,  and  weakness  are  certainly  compatible 
with  that  diagnosis.  Although  the  chest 
x-rays  do  not  show  any  evidence  of  fresh 
miliary  involvement,  there  are  some  signs 
of  old  disease,  and,  in  miliary  tuberculosis, 
especially  when  involving  the  reticuloendo- 
thelial system,  the  chest  x-ray  may  be  nor- 
mal in  about  one  half  the  cases.  There  was 
no  known  exposure  to  tuberculosis  and  the 
tuberculin  skin  test  was  negative,  but  it  is 
not  unusual  for  the  skin  test  to  be  negative 
with  miliary  tuberculosis.  His  fever  re- 
sponded promptly,  but  only  temporarily  to 
treatment  with  prednisone  and  INH.  This 
could  have  been  a non-specific  antipyretic 
effect  of  prednisone,  but  I was  surprised  in 
my  reading  about  this  to  find  that  fever  due 
to  disseminated  tuberculosis  may  respond  to 
INH  in  as  little  as  two  to  three  days. 

The  combination  of  tuberculosis  and 
myelofibrosis  and  myeloid  metaplasia  has 
been  reported  in  a number  of  patients.  ’ *’  In 
one  series,  the  incidence  of  tuberculosis  was 
found  to  be  two  and  a half  times  more  fre- 
quent among  patients  with  chronic  myelo- 
cytic leukemia  and  four  and  a half  times 
more  frequent  in  myelofibrosis  than  in  a 
comparable  population/’  It  has  often  been 
difficult  to  determine  whether  the  tubercu- 
losis or  the  blood  disorder  came  first  and 
whether  the  tuberculosis  was  an  etiologic 
factor  in  producing  an  abnormal  bone  mar- 
row. In  most  of  these  cases,  it  was  felt  that 
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tuberculosis  was  a complication  of  a pri- 
mary blood  disease  and  antituberculous 
therapy  did  not  improve  the  hematologic 
problem.  On  the  other  hand,  a few  cases 
have  been  reported  where  a leukemia-like 
picture  reverted  to  normal  when  underlying 
tuberculosis  was  treated  and  the  injection  of 
tubercle  bacilli  into  a variety  of  animals  has 
been  shown  to  produce  a spectrum  of  blood 
dyscrasias  including  aplastic  anemia,  leuke- 
mia, and  myelofibrosis.  ’ 

Tuberculosis  should  always  be  suspected 
in  patients  with  blood  disorders  and  unex- 
plained fever,  and  if  sputum  is  not  available 
for  culture  and  acid  fast  staining,  bone  mar- 
row and  liver  biopsies  should  be  obtained 
in  hopes  of  demonstrating  granulomatous 
lesions  containing  acid  fast  bacilli.  The  bone 
marrow  biopsy  in  the  patient  under  discus- 
cussion  did  not  show  granulomata,  but  a 
liver  biopsy  was  not  done  and  might  well 
have  provided  diagnostic  information  had 
it  been  done. 

Much  of  what  I have  said  about  tuber- 
culosis can  also  be  applied  to  histoplasmosis. 
Although  the  patient  did  not  live  on  a farm 
or  have  much  exposure  to  birds  or  chickens, 
he  did  grow  up  and  live  in  Virginia  which 
is  an  endemic  area  for  histoplasmosis.  The 
skin  test  and  complement  fixation  test  for 
histoplasmosis  were  negative  but  this  hap- 
pens even  in  the  face  of  active  histoplasmo- 
sis. We  have  seen  a number  of  patients  with 
various  leukemias  and  lymphomas  who  have 
developed  histoplasmosis  and  most  of  these 
were  receiving  corticosteroids  at  the  time. 
Again,  a liver  biopsy  to  look  for  granulo- 
mata and  histoplasma  organisms  would  have 
been  an  important  diagnostic  procedure. 

I really  cannot  rationally  choose  between 
tuberculosis  and  histoplasmosis  on  the  basis 
of  what  information  we  have  about  this 
patient,  but  I am  inclined  to  bet  on  tuber- 
culosis since  I found  many  cases  in  the  liter- 
ature with  the  combination  of  tuberculosis 
and  myelofibrosis,  but  none  with  histoplas- 
mosis and  myelofibrosis. 

Finally,  I would  like  to  comment  on  the 


hyperpigmentation  noted  in  this  man.  This 
obviously  raised  the  question  of  hypoadre- 
nalism  and  his  symptoms  of  weakness, 
anorexia,  weight  loss,  diarrhea  and  fever  are 
compatible  with  that  diagnosis.  Also,  he  had 
mild  hypotension  and  tachycardia.  In  ad- 
dition, both  of  my  two  major  diagnostic 
possibilities,  tuberculosis  and  histoplasmosis, 
may  involve  the  adrenal  glands  and  cause 
adrenal  insufficiency.  It  is  of  local  interest 
that  Doctors  Crispell,  Parson,  Hamlin  and 
Hollifield  in  195  6 were  the  first  to  point  out 
the  importance  of  histoplasmosis  as  a cause 
of  Addison’s  disease.'  However,  although 
his  urinary  17-ketosteroids  were  low,  the 
17-hydroxysteroids  were  elevated.  Dr.  Ju- 
lian Kitay  tells  me  that  patients  with 
chronic  debilitating  illness  commonly  have 
low  urinary  steroid  values,  but  under  con- 
ditions of  stress,  the  17-ketosteroid  levels 
remain  low  and  there  may  be  a rise  in  the 
1 7-hydroxysteroid  values.  This  appears  to 
be  what  happened  in  this  patient,  and  the 
fact  that  he  responded  to  fever  with  a rise 
in  the  17-hydroxysteroids  indicates  that  his 
adrenals  were  functioning  and  that  he  did 
not  have  adrenal  insufficiency. 

Nevertheless,  it  should  be  mentioned  that 
prolonged  use  of  busulfan  has  been  associated 
with  an  Addisonian-like  picture  with  hy- 
perpigmentation. Hourani  and  Erslev  have 
reported  interesting  studies  on  several  such 
patients  and  have  pointed  out  that  they  have 
a defect  in  ACTH  metabolism. s They  have 
postulated  that  busulfan  produces  oxidative 
injury  to  the  ACTH  molecule,  and,  by 
splitting  off  the  first  three  amino  acids  of 
the  ACTH  peptide,  its  adrenal  stimulating 
effect  is  abolished  while  its  melanocyte 
stimulating  effect  is  enhanced.  It  is  also  pos- 
sible that  busulfan  has  a direct  effect  on  the 
skin  by  oxidizing  reduced  glutathione  and 
cysteine.  These  compounds  are  known  to 
inhibit  tyrosinase  and  in  their  absence,  there 
would  be  greater  tyrosinase  activity,  and 
hence,  more  melanin  formed.  This  type  of 
mechanism  may  have  been  operative  in  the 
patient  under  discussion  and  could  explain 
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the  hyperpigmentation  he  had,  without  in- 
volving any  adrenal  abnormality. 

I would  like  to  close  my  comments  with 
a poem.  I was  inspired  to  do  this  by  the 
poet  laureate  of  American  medicine,  Dr. 
William  Bean,  whom  we  are  fortunate  to 
have  with  us  while  on  his  sabbatical  working 
on  the  Walter  Reed  papers.  He  recently 
began  a discussion  of  a CPC  at  the  Massa- 
chusetts General  Hospital  with  a poem,''  and 
I must  confess  that  I borrowed  some  of  his 
ideas  for  my  poem. 

This  protocol  was  writ  by  Bucky 
And  if  I get  it,  I’ll  be  lucky. 

It  could  be  leuk.  or  metaplasia, 

Adrenals  frought  with  hypoplasia. 

’Twas  ACTH  that  made  him  tan 
From  taking  too  much  Myleran. 


For  many  a clinician  he  has  pithed, 

And  stood  and  watched  in  total  glee 
As  they  sunk  into  the  CPC. 

Clinical  Discussion 

Dr.  Mohler’s  Diagnosis: 

1.  Myelofibrosis  with  myeloid  meta- 
plasia. 

2.  Miliary  Tuberculosis  ( Histoplas- 
mosis 2nd  choice). 

3.  Terminal  bronchopneumonia. 

Pathological  Discussion 

Dr.  David  E.  Smith : Despite  the  heights 
to  which  Dr.  Mohler’s  soaring  flight  of  poetic 
expression  have  taken  us,  he  has  left  us  with 
some  difficult  problems  of  interpretation  re- 
garding this  case.  For  two  of  these,  the 


Fig.  2.  Extramedullary  hematopoiesis  with  megakaryocytes  and  normoblasts  in  the 
spleen.  Note  the  resemblance  to  the  cellular  components  of  the  fibrotic  bone  marrow 
in  Fig.  1.  (H.  & E.  stain,  X 520.) 


He  certainly  had  an  FUO 

But  what  the  bug  was,  I don’t  know — 

Histo,  crypto,  TB  too, 

Asperigillus,  or  the  flu — 

Even  something  that’s  never  been  seen 
By  ole  Cal  Kunin  or  young  Bill  Bean. 
And  I must  be  wary  of  David  Smith, 


relation  of  myelofibrosis  to  myeloid  leuke- 
mia and  the  cause  of  the  abnormal  pigmen- 
tation, he  has  supplied  very  informative 
interpretations  and  accurate  predictions  re- 
garding the  information  that  was  made 
available  by  further  study  post  mortem.  For 
the  third  question  concerning  the  origin  of 
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the  fever,  the  autopsy  supplied  a definite 
answer  that  settled  between  the  alternatives 
with  which  his  analysis  left  us. 

The  hematopoietic  organs  presented  the 
features  of  myelofibrosis  without  any  ap- 
pearances considered  typical  of  the  earlier 
clinical  diagnosis  of  myeloid  leukemia.  The 
bone  marrow  of  the  vertebra  and  ribs  was 
more  hypercellular  than  the  earlier  biopsy, 
but  that  of  the  femur  was  entirely  fatty  in 
most  areas.  The  marrow  was  fibrotic  and 
contained  megakaryocytes  and  collections 
of  normoblasts  as  well  as  scattered  represen- 
tatives of  the  myeloid  series.  Its  general 
appearance  was  quite  similar  to  that  of  the 
biopsy  (Fig.  1).  The  liver  was  markedly 
enlarged  to  a weight  of  23  5 0 grams  but 
contained  no  leukemic  infiltrates.  The  en- 
larged spleen  (1030  grams)  and  lymp  nodes 
were  the  sites  of  extramedullary  hemato- 


picture  was  clearly  the  latter  by  all  criteria 
and  without  a suggestion  of  leukemia  rec- 
ognizable by  any  of  its  usual  features, 
despite  the  satisfactory  evidence  for  that 
diagnosis  that  had  been  collected  4 years 
previously.  There  is  much  hope  that  con- 
tinued studies  utilizing  the  Ph1  chromosome 
and  leukocytic  alkaline  phosphatase  will 
help  to  clarify  our  concepts  of  these  condi- 
tions, but  it  must  be  recognized  that  con- 
fusing evidence  has  already  appeared.  At 
least  three  cases  have  been  recognized  with 
elevated  leukocyte  alkaline  phosphatase  in 
the  presence  of  well  established  chronic 
myeloid  leukemia  complete  with  demon- 
strated Ph1  chromosomes.1" 

The  cause  of  the  terminal  infection  was 
clearly  demonstrated  by  the  discovery  of 
microscopic  foci  of  necrosis  in  the  liver  and 
prominent  macrophages  in  the  sinusoids  of 


i ETK  * s> 

m 

* * ' 


t 


T- 


f u £» 


"SC i 


«r> 


* * V 

• * : f a 


'*  ** 


• _ * U 


mmm  ^ 

# # 

« p ” A 


1 ^ 


r- 


r2> 


• /#  « 


i .*v 

’*  ^ 


Fig.  3.  Organisms  with  the  characteristics  of  Histoplasma  capsulatum  in  distended 
Kupfer  cells  in  the  liver.  (H.  & E.  stain,  X 520.) 


poiesis  with  normoblasts,  megakaryocytes 
and  granulocytes  resembling  the  appearance 
of  the  bone  marrow  (Fig.  2). 

These  observations  supply  us  with  no  evi- 
dence bearing  on  a solution  to  the  question 
of  the  relation  between  myeloid  leukemia 
and  myelofibrosis.  At  the  time  of  death  the 


the  liver,  spleen,  lymph  nodes,  and  adrenals, 
all  of  which  contained  organisms  with  the 
physical  characteristics  of  Histoplasma  cap- 
sulatum (Fig.  3).  A few  such  organisms 
were  present  in  alveolar  macrophages  in  the 
lungs,  but  there  was  no  evidence  of  tuber- 
culosis. 
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There  were  two  other  terminal,  almost 
agonal,  features  of  this  case.  Petechiae 
throughout  the  skin  and  gastric  mucosa 
indicated  a bleeding  tendency  that  was 
probably  contributed  by  both  the  hemato- 
poietic abnormality  and  the  infection.  These 
led  to  considerable  blood  within  the  gas- 
trointestinal tract  and  a slight  icterus.  In 
addition,  there  were  petechiae  and  ecchy- 
moses  in  the  mucosa  of  the  trachea  and 
bronchi  and  a moderate  amount  of  retained 
mucoid  secretions  in  the  bronchi.  In  the 
right  upper  lobe  and  in  both  lower  lobes 
of  the  lungs  there  were  foci  of  congestion, 


toplasmosis  there  having  caused  no  appre- 
ciable necrosis — and  Dr.  Mohler’s  explana- 
tion of  the  hyperpigmentation  as  due  to 
busulfan  is  thereby  indirectly  supported. 

Anatomical  Diagnoses 

Myelofibrosis  with  myeloid  metaplasia  in 
the  spleen  and  lymph  nodes 

Disseminated  Histoplasma  capsulatum  in- 
fection in  the  liver,  spleen,  lymph 
nodes,  adrenals  and  lungs. 

Agranulocytic  bronchopneumonia  in  the 
lower  lobes  of  the  lungs. 

Edema  of  the  glottis  and  epiglottis. 
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Fig.  4.  Agranulocytic,  necrotizing  pneumonia,  a terminal  infectious  complication  of 
bacterial  etiology.  (H.  & E.  stain,  X 520.) 


hemorrhage,  and  consolidation.  In  sections 
this  was  a necrotizing  agranulocytic  pneu- 
monia (Fig.  4)  with  much  edema,  fibrin, 
and  many  bacilli  but  practically  no  cellular 
component  because  of  the  underlying 
leukopenia. 

The  larynx  was  markedly  edematous  and 
its  mucosa  was  ecchymotic.  This  lesion  was 
so  advanced  that  the  aryepiglottic  folds  met 
in  the  mid  line  and  completely  obstructed 
the  airway,  contributing  what  was  probably 
the  final  event  in  this  illness. 

The  adrenals  were  largely  intact — the  his- 
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Gains  from  Reductions  in  Principal  Causes  of  Death 


The  accelerated  pace  of  research  in  the 
biological  and  medical  sciences  and  the  pub- 
licity given  to  developments  in  surgery,  new 
treatments,  new  drugs,  and  new  tests,  raise 
the  question  of  the  extent  to  which  life  ex- 
pectancy might  be  increased  by  cures  for 
the  principal  killer  diseases.  Even  though 
such  cures  do  not  appear  to  be  in  the  offing, 
it  is  of  interest  to  consider  the  gains  in  the 
expectation  of  life  that  would  be  realized  if 
deaths  from  the  principal  causes  of  death 
were  reduced  by  half. 

The  largest  increase  in  life  expectation 
would  be  produced  by  a 50  percent  reduc- 
tion of  deaths  due  to  the  major  cardiovas- 
cular-renal diseases,  ranging  broadly  from 
more  than  3 to  nearly  5 years.  The  greatest 
gains  would  be  made  by  non-white  females, 
followed  by  white  males,  and  the  smallest 


increases  in  life  expectancy  among  white 
females. 

The  gains  in  longevity  that  would  result 
from  halving  the  deaths  from  cancer  (ma- 
lignant neoplasms)  would  be  much  smaller 
than  those  just  mentioned  for  the  cardio- 
vascular-renal diseases;  they  would,  never- 
theless, still  be  appreciable,  ranging  from 
about  a half  to  one  and  a quarter  years. 
White  females  would  experience  the  largest 
gain,  followed  by  nonwhite  females. 

The  only  material  increase  in  life  expect- 
ancy would  be  produced  by  a reduction  in 
the  death  from  the  cardiovascular-renal  dis- 
eases; much  smaller  increases  would  result 
from  a reduction  in  cancer  death  rates.  The 
gains  from  a decrease  in  other  principal 
causes  of  death  would  be  distinctly  smaller. 

(Statistical  Bulletin,  Metropolitan  Life 
Insurance  Company,  July  1968) 
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The  Management  of  Skin  Cancer  with 

Local  Chemotherapy:  5-Flnoronraeil 

The  skin,  one  of  the  largest  organs  of  the 
body,  has  many  primary  malignancies.  Most 
of  these  are  adequately  treated  by  surgery, 
clectrodesiccation  and  curettage  or  x-ray. 
The  most  common  primary  cancers  of  the 
skin  are  basal  cell  carcinoma  with  its  many 
types,  squamous  cell  carcinoma,  and  malig- 
nant melanoma.  Certain  skin  malignancies 
and  premalignant  disorders  can  be  effec- 
tively managed  with  chemotherapeutic 
agents.  At  this  time  however  it  cannot  be 
stated  that  local  chemotherapeutic  agents 
are  the  treatment  of  choice  for  any  skin 
malignancy.  Recent  studies  with  5-Fluo- 
rouracil  (5-FU)  and  other  local  chemo- 
therapeutic agents  suggest  that  they  are  the 
treatment  of  choice  for  actinic  keratoses 
and  are  effective  in  the  management  of 
superficial  basal  cell  carcinomas  as  well  as 
Bowenoid  conditions  of  the  skin.  They  are 
less  effective  in  managing  ulcero-nodular 
basal  cell  carcinomas  and  other  squamous 
cell  cancers. 

In  1963  Dr.  Calvin  Dillaha,1  and  his 
group  at  the  University  of  Arkansas,  in- 
troduced the  use  of  5-FU  in  the  United 
States  in  the  management  of  patients  with 
actinic  keratoses.  Most  of  their  patients 
had  multiple  actinic  keratoses  on  their  face 
and  hands.  Three  year  follow-up  showed 
that  some  of  the  lesions  re-occurred  after 
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two  to  three  years.  These  patients  will  there- 
fore need  to  be  partially  retreated  at  least 
every  three  years. 

In  Dillaha  s original  report  these  keratoses 
were  treated  with  20%  5-FU  in  petrolatum, 
topically,  twice  daily  for  four  weeks.  Re- 
cently DillahaJ  ! and  others  have  advocated 
the  use  of  1,  2.5  or  5%  5-FU  in  petrolatum 
or  propylene  glycol  for  actinic  keratoses  of 
the  face.  Actinic  keratoses  occurring  on 
the  hands  are  more  resistant.  This  is  prob- 
ably related  to  the  decrease  in  absorption 
on  the  dorsal  surface  of  the  hands  as  com- 
pared to  the  percutaneous  absorption  which 
would  occur  on  the  face  where  more  pilo- 
sebaceous  units  are  present.  As  much  as 
20%:  5-FU  is  required  for  these  lesions  on 
the  dorsal  surface  of  the  hands.  Occasion- 
ally one  may  use  1%  or  5%  5-FU  under 
saran  wrap  or  tape  occlusion  with  fair  re- 
sults. At  the  present  time,  5-FU  in  1%  to 
5 % solution  or  ointment  material  is  the 
treatment  of  choice  for  multiple  actinic 
keratoses  of  the  face,  while  the  medication 
presented  in  higher  concentrations  5-20%), 
with  or  without  occlusion,  is  a good  treat- 
ment for  multiple  keratoses  on  the  hands. 

On  the  face  there  is  clearance  of  the  lesions 
in  95%  of  patients  when  treated  over  four 
to  six  weeks  with  excellent  cosmetic  results. 
An  occasional  patient  may  require  addi- 
tional treatment  for  the  face.  Significant 
side  effects  include  moderate  to  severe  ery- 
thema increased  by  exposure  of  the  treated 
area  to  sunlight.  This  occurs  two  to  three 
days  and  disappears  in  most  patients  in  two 
to  three  weeks  after  treatment  is  stopped. 
It  may  persist,  and  an  occasional  patient  has 
had  mild  erythema  for  two  to  three  months. 
This  erythema  is  probably  due  to  photo- 
sensitization or  irritation  from  the  sun.  A 
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few  patients  may  become  sensitized  to  5 -FU4 
but  this  is  not  common. 

Six  per  cent  of  topically  applied  carbon- 
14  labeled  5-FU  is  absorbed.  Repeated  he- 
matological studies  at  one  week  intervals 
have  revealed  no  toxicity  of  the  bone  mar- 
row. Liver  function  tests  have  all  been 
normal.  This  drug  should  not  be  applied 
near  the  eyelid  or  mucocutaneous  junction 
unless  one  is  interested  in  treating  actinic 
cheilitis  since  ulceration  may  occur. 

Superficial  squamous  cell  carcinoma  or 
Bowen’s  disease,  as  well  as  superficial  basal 
cell  carcinoma,  have  been  treated  by  Dil- 
laha' and  others.1’  These  superficial  malig- 
nancies may  respond  very  well  to  20%  5-FU 
in  a petrolatum  base  and  at  least  one  of  these 
authors,  Klein,'  has  noted  that  1%  to  5% 
5-FU  is  also  effective.  Patients  should  be 
treated  twice  daily  for  four  to  six  weeks. 
An  occasional  patient  may  require  three  to 
four  months  of  treatment.  Careful  follow- 
ups over  a five  to  10  year  period  must 
be  done  to  assure  adequate  treatment  since 
these  lesions  notoriously  re-occur  following 
x-ray  and  surgical  therapy.  One  may  in- 
crease the  effectiveness  of  the  therapy  by 
exposing  the  lesion  to  ultra-violet  light, 
either  from  a natural  or  an  artificial  source 
during  the  course  of  treatment. 

Ulcero-nodular  basal  cell  carcinoma  has 
been  treated  by  Klein*  and  others  with  20% 
5-FU  in  petrolatum,  applied  twice  daily, 
followed  by  an  occlusive  dressing,  for  30 
days.  One  month  after  completion  of  the 
therapy  a biopsy  revealed  no  evidence  of 
tumor  in  70  per  cent  of  the  cases.  Where 
tumor  was  noted  on  the  repeat  biopsy,  con- 
ventional therapy  was  used  to  manage  the 
patient.  A short  follow-up  for  two  years 
has  shown  no  re-occurrence  of  the  tumors 
in  adequately  treated  patients.  This  form 
of  management  should  be  considered  as  ex- 
perimental therapy  since  adequate  five-year 
follow-ups  are  not  available. 

The  action  of  5-FU  and  other  anti-tumor 
agents  on  neoplastic  cell  populations  differs 
from  that  on  normal  skin.  The  effect  on  the 


tumor  is  quite  marked  with  ulceration  and 
irritation,  while  the  adjacent  skin  is  appar- 
ently normal  at  the  time  one  is  applying  the 
material.  This  is  probably  due  to  better 
absorption  of  the  5-FU  over  the  tumor  sur- 
face than  through  the  intact  epidermis. 

In  summary  it  can  be  stated  that  topical 
5-FU  is  the  treatment  of  choice  for  mul- 
tiple actinic  keratoses  on  the  face.  Results 
in  the  treatment  of  keratoses  on  the  dorsal 
surface  of  the  hands  are  not  as  good  as  those 
on  the  face.  Superficial  squamous  cell  car- 
cinoma (Bowenoid  conditions  of  the  skin) 
and  superficial  basal  cell  carcinoma  can  be 
adequately  treated  with  topical  5-FU.  Ul- 
cero-nodular basal  cell  carcinomas  should 
not  be  routinely  treated  with  chemothera- 
peutic agents  since  adequate  follow-ups  are 
not  available. 
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Comment 

In  the  February,  1968,  issue  of  The  Vir- 
ginia Medical  Monthly,  Dr.  Bains  discussed 
skin  cancer  from  the  standpoint  of  the  sur- 
geon in  our  column,  Cancer  Trends.  The 
above  presentation  by  Dr.  Blaylock  is  in  re- 
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sponse  to  our  question — "Is  topical  5-FU 
an  effective  treatment  method  for  skin 
cancer?” 

Although  this  form  of  treatment  appears 
to  be  ideal  for  extensive  actinic  keratoses  on 
the  face,  Dr.  Blaylock  feels  that  only  super- 
ficial skin  cancers  can  be  adequately  treated 
with  topical  5-FU.  Dr.  Reuven  Snyderman 
(Memorial  Ffospital,  New  York)  also  feels 
that  keratoses  and  some  forms  of  basal  cell 
carcinoma  are  effectively  treated  with  this 
topical  therapy.  We  have  had  the  oppor- 
tunity to  see  patients  at  various  stages  of 
treatment  with  this  method.  The  affinity 
that  the  agent  has  for  the  "altered”  cells 
and  the  marked  erythema  that  occurs  in 
abnormal  areas  where  gross  alterations  are 
not  obvious  is  really  quite  striking.  It  is 


clear  that  treatment  using  this  approach 
should  be  carried  out  by  physicians  who  will 
develop  experience  with  this  technique  and 
follow  these  patients  closely. 

Most  physicians  concerned  with  treat- 
ment of  skin  cancer  feel  that  there  are 
specific  anatomic  indications  for  topical 
chemotherapy.  The  isolated  basal  cell  car- 
cinoma is  treated  most  appropriately  by 
some  technique  of  physical  removal.  It  is  of 
interest,  however,  that  our  most  difficult 
problems  in  management,  the  multicentric 
basal  cell  cancers  and  the  actinic  keratoses, 
are  ideal  candidates  for  this  new  form  of 
therapy.  Dr.  Blaylock  and  others  working 
with  this  innovation  appear  to  have  added 
a useful  tool  to  our  armamentarium. 
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Diagnostic  Laboratory  Medicine 


Protein  Bound  Iodine 
General 

Thyroid  function  may  be  evaluated  by 
several  laboratory  procedures  utilizing 
chemical  and  radioisotope  methods.  Stand- 
ard thyroid  function  tests,  such  as  the  pro- 
tein bound  iodine,  the  butanol  extractable 
iodine,  and  radioactive  iodine  uptake,  are 
familiar  to  most  physicians.  New  procedures 
have  become  increasingly  important  in  thy- 
roid evaluation,  as  reflected  in  the  radio- 
active triiodothyronine  (T'!)  uptake  test 
and  the  thyroxin  (T4)  column  chroma- 
tography test.  The  newer  techniques  were 
developed  largely  because  of  non-specificity 
of  the  older  tests,  as  well  as  numerous  pit- 
falls  in  their  interpretation.  Understanding 
thyroid  function  tests  is  essentially  a matter 
of  correlating  basic  iodine  metabolism  with 
general  chemical  methods  used  to  measure 
iodine  compounds.  Protein  bound  iodine 
(PBI)  is  a widely  used  measurement  of 
thyroid  function  and  is  often  the  initial 
test  ordered  in  laboratory  investigation  of 
thyroid  disease.  This  paper  briefly  reviews 
general  iodine  metabolism  and  the  general 
chemical  manipulation  utilized  in  determin- 
ing the  PBI.  The  usefulness  of  the  PBI  in 
various  clinical  situations  and  some  pitfalls 
in  its  interpretation  will  be  reviewed. 

Man’s  basic  source  of  iodine  is  dietary, 
although  under  some  circumstances  iodine 
may  be  absorbed  through  the  skin  and  lungs. 
Dietary  organic  iodine  is  converted  in  the 
intestine  to  inorganic  iodide  (I  ),  which  is 
rapidly  absorbed.  Circulating  iodide  (I  ) is 
removed  primarily  by  renal  excretion  (2/3) 
and  thyroid  trapping  (1/3).  The  normal 
serum  inorganic  iodide  level  is  1-3  /*g%. 

Conversion  of  inorganic  iodide  to  hor- 
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monal  iodine  by  the  thyroid  gland  involves 
four  major  steps: 

1.  trapping  of  serum  iodide, 

2.  oxidation  of  iodide  to  iodine, 

3.  activation  of  iodine  and  tyrosine  to 
form  iodotyrosines, 

4.  oxidative  condensation  of  iodotyro- 
sines to  form  iodothyronines. 

The  major  iodothyronines  are  tetraido- 
thyronine  (thyroxin,  T4)  and  triiodothy- 
ronine (T:!) . Thyroxin  is  stored  in  the 
follicular  colloid  bound  to  a globulin, 
thyroglobulin.  The  exact  quantitation  of 
circulating  iodothyronines  has  not  been 
firmly  established,  but  generally  it  is  be- 
lieved that  thyroxin  (T4)  constitutes  80- 
90%  of  serum  iodine  compounds.  Triiodo- 
thyronine (T'1)  constitutes  0-3.3%  and 
inorganic  iodide  O- 1 5 % of  circulating  iodine 
compounds.  Other  iodothyronine  or  iodoty- 
rosine  compounds  normally  circulate  only 
in  trace  amounts.  If  one  excludes  inorganic 
iodide,  thyroxin  constitutes  approximately 
95%  of  serum  iodine;  thus  measurements 
of  serum  iodine  exclusive  of  iodide  accu- 
rately reflect  thyroxin  levels. 

Thyroxin  circulates  bound  to  plasma 
proteins  with  a small  amount  of  free,  i.e. 
unbound,  thyroxin  present.  The  free  thy- 
roxin constitutes  approximately  0.06%  of 
total  serum  thyroxin.  The  following  plasma 
proteins  have  the  ability  to  bind  thyroxin: 

1.  thyroid  binding  globulin  (TBG), 

2.  thyroid  binding  prealbumin  (TBPA), 
and 

3.  thyroid  binding  albumin  (TBA) 

Thyroid  binding  globulin  (TBG)  and 
thyroid  binding  prealbumin  (TBPA)  are 
the  most  important,  as  the  clinical  signifi- 
cance of  thyroid  binding  albumin  (TBA) 
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is  yet  to  be  defined.  TBG  is  a specific  gly- 
coprotein with  electrophoretic  mobility 
between  alphai  and  alpha>  globulins.  Thy- 
roxin has  greater  affinity  for  TBG  than  does 
T3  and  may  displace  T : from  the  molecule. 
Protein  binding  of  thyroxin  is  important 
in  PBI  interpretation,  since  serum  protein 
alterations  independent  of  thyroid  metabol- 
ism often  cause  false  elevations  or  depressions 
of  the  PBI. 

Methods 

Chemical  estimation  of  thyroxin  levels 
by  measuring  PBI  involves  the  following 
general  manipulations: 

1.  attempts  to  separate  serum  thyroxin 
from  other  organic  iodine  compounds 
and  from  inorganic  iodide, 

2.  conversion  of  the  separated  thyroxin 
iodine  to  inorganic  iodide  by  oxidative 
destruction,  and 

3.  quantitation  of  the  iodide  formed  in 
step  2 by  the  ceric-arsenite  system. 

The  ceric-arsenite  system  is  the  most 
widely  used  method  to  quantitate  iodide. 
Basically,  this  system  involves  the  reduction 
of  the  ceric  ion  (Ce++++)  to  the  cerous 
ion  (Ce  3 — I — t~)  by  arsemous  acid  (AsO-’‘). 
This  reduction  is  catalyzed  by  inorganic 
iodide;  thus,  the  rate  of  conversion  of 
Ce++++  (yellow)  to  Ce+++  (colorless)  is 
a function  of  the  amount  of  iodide  available 
as  catalyst.  The  rate  of  decrease  in  absorb- 
ance utilizing  standard  iodide  solutions 
allows  one  to  plot  a curve  from  which  an 
unknown  iodide  solution  can  be  quantitated. 

Determination  of  PBI  involves  four  major 
steps.  The  first  step  is  to  precipitate  proteins 
including  thyroxin.  The  substances  used  for 
protein  precipitation  depend  on  the  method 
utilized  for  organic  destruction  of  the  pre- 
cipitate. If  alkaline  incineration  is  used  to 
destroy  the  organic  matter,  ZnSOt  is  usually 
used  to  precipitate  protein.  However,  if  the 
acid  method  for  organic  destruction  is  used, 
trichloroacetic  or  perchloric  acid  are  used 
to  precipitate  the  proteins.  The  second  step 


is  to  wash  the  precipitate  with  water  in 
order  to  remove  serum  inorganic  iodide.  If 
serum  iodide  levels  are  normal,  iodide  can  be 
removed  with  very  little  contamination  of 
the  precipitate.  However,  a major  difficulty 
with  PBI  determinations  is  elevated  serum 
iodides  which  are  not  effectively  removed 
during  the  washing  procedure.  The  third 
major  step  is  to  destroy  the  organic  material 
in  the  precipitate  and  convert  the  organic 
iodine  to  iodide  or  iodate.  Two  general 
methods  of  organic  destruction  are  used. 
The  first  is  that  of  acid  digestion  used  in 
most  automated  procedures,  as  exemplified 
by  the  Autoanalyzer  PBI  method.  Mercury 
ions  interfere  with  the  acid  digestion  of 
organic  material,  often  presenting  a prob- 
lem in  patients  taking  mercurial  diuretics. 
The  second  method  of  organic  destruction 
is  that  of  alkaline  incineration.  This  tech- 
nique is  more  frequently  utilized  in  manual 
methods  of  PBI  determination.  The  fourth 
step  involves  the  quantitation  of  iodide  by 
the  ceric-arsenite  system.  Since  all  organic 
iodine  compounds  are  measured  including 
T3,  other  iodothyronines  or  iodotyrosines, 
and  exogenous  iodine  compounds,  the  PBI 
is  not  specific  for  thyroxin.  The  normal 
range  of  serum  PBI  is  4-8  m^gm%  with  no 
appreciable  sex  or  adult  age  differences.  The 
newborn  levels  are  usually  similar  to  ma- 
ternal serum  levels  (5-11  Mg%),  and 

they  increased  gradually  for  the  first  6-12 
weeks  of  life.  After  the  12th  week,  the 
PBI  levels  return  slowly  to  adult  levels,  and 
after  one  year  of  age,  there  is  no  appreciable 
difference  between  levels  for  children  or 
adults.  A mild  seasonal  variation  in  the  PBI 
may  be  noted  with  lower  values  in  the  mid- 
summer and  midwinter. 

PBI  Levels  in  Disease 

Hyperfunction  of  the  thyroid  gland,  as 
in  thyrotoxicosis,  will  result  in  elevation 
of  PBI  levels.  Conversely,  hypofunction  of 
the  thyroid,  as  in  myxedema,  will  be  mani- 
fested by  subnormal  levels.  The  PBI  as  a 
routine  screening  procedure  is  probably 
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more  accurate  in  depicting  hypothyroidism 
than  hyperthyroidism  since  many  more  ex- 
traneous factors  cause  false  elevations  of  the 
PBI  rather  than  false  depressions.  The  PBI 
is  of  little  use  in  differentiating  primary 
from  secondary  thyroid  disease. 

Thyroiditis  may  be  accompanied  by  a 
wide  range  of  PBI  values  with  the  levels 
depending  more  on  the  state  of  disease  when 
the  patient  is  evaluated  than  on  the  type  of 
inflammation.  Acute  or  subacute  thyroiditis 
may  be  accompanied  early  by  a truly  hyper- 
thyroid state  with  elevated  PBI.  This  tran- 
sient hyperthyroid  state  is  due  to  actual 
release  of  thyroid  hormones  by  the  inflam- 
mation. An  elevated  PBI  in  early  stages  of 
thyroiditis  may  also  occur  in  an  euthyroid 
state,  as  noncalorigenic  iodine  compounds 
may  be  released  from  the  damaged  thyroid. 
These  noncalorigenic  compounds  would  in- 
clude monoiodo-and  diiodothyronines  and 
the  iodotyrosines.  Under  such  circumstances, 
additional  tests,  such  as  the  BEI  or  T up- 
take, may  clarify  the  actual  thyroid  status. 
As  the  thyroiditis  subsides,  the  PBI  usually 
returns  to  normal  and  may  even  become 
subnormal.  Thyroiditis  very  rarely  may  be 
followed  permanently  by  myxedema  and  a 
low  PBI  if  destruction  of  the  gland  was 
extensive. 

Inherited  intrathyroidal  biochemical  ab- 
normalities may  be  of  diverse  types.  In 
goitrous  cretinism,  several  genetic  factors 
may  play  a role,  such  as  inability  to  convert 
iodide  to  iodine,  inability  to  diiodionate  the 
tyrosines,  or  inability  to  couple  the  iodo- 
tyrosines. The  PBI  in  goitrous  cretinism  is 
usually  depressed.  However,  secretion  of 
noncalorigenic  iodine  compounds  may  cause 
a PBI  level  higher  than  expected  from  clin- 
ical evaluation.  Rare  instances  in  which  the 
only  thyroid  hormone  secreted  is  T’  have 
been  reported.  In  these  cases  the  PBI  will  be 
low  in  the  face  of  clinical  euthyroidism. 

Extrathyroidal  diseases  are  also  known  to 
cause  derangements  in  the  PBI  level.  Chori- 
ocarcinoma and  testicular  embryonal  carci- 
noma may  be  accompanied  by  an  elevated 


PBI.  Acute  intermittent  porphyria  is  asso- 
ciated with  elevation  of  thyroid  binding 
globulin  (TBG)  and  consequently  with  an 
elevated  PBI.  Liver  and  renal  diseases  asso- 
ciated with  abnormal  levels  of  serum  pro- 
teins, as  in  nephrosis,  may  be  accompanied 
by  depressed  PBI  levels.  The  connective  tis- 
sue diseases  may  be  associated  with  an  ele- 
vation of  PBI,  and  the  reason  for  this  eleva- 
tion is  obscure. 

The  PBI  level  is  closely  related  to  serum 
concentrations  of  the  thyroid  binding  pro- 
teins, especially  TBG.  Elevations  of  TBG, 
as  seen  in  pregnancy,  cause  elevations  of  the 
PBI  in  an  euthyroid  individual.  Free  thy- 
roxin, as  well  as  T!,  are  the  metabolically 
active  hormones,  and  their  levels  may  be 
normal  in  the  face  of  changes  in  protein 
bound  hormone  levels.  Elevated  TBG  levels 
are  most  frequently  seen  with  elevated 
estrogen  levels,  as  found  in  pregnancy  or 
with  anovulatory  estrogen  compounds.  The 
elevation  of  TBG,  hence  of  the  PBI,  in  preg- 
nancy occurs  3-4  weeks  after  the  first  missed 
menstrual  period.  Exogenous  estrogen  ad- 
ministration causes  an  elevated  TBG  and 
PBI  7 to  21  days  after  initiation  of  therapy. 
Conversely,  androgens  lower  TBG,  and  con- 
sequently PBI  levels.  Exogeneous  androgens 
exert  their  effects  1-3  weeks  following  ini- 
tiation of  therapy. 

PBI  Levels  in  Other  Situations 

Perhaps  the  most  frequent  false  elevation 
of  the  PBI  is  caused  by  elevated  serum  in- 
organic iodide  levels  which  may  interfere 
with  the  PBI  in  two  ways.  The  most  com- 
mon interference  is  the  contamination  of 
the  protein  precipitate  in  the  initial  step  of 
the  chemical  analysis.  A second  interfering 
factor  is  the  production  of  a nonhormonal 
iodinated  protein  or  protein-like  substance 
by  some  body  tissues  in  the  presence  of  high 
serum  iodide  levels.  This  latter  problem  is 
a poorly  understood  process.  Elevated  PBI 
with  high  serum  iodide  levels  may  persist 
up  to  three  months  after  moderate  dosage 
(200-600  mgm/day)  or  for  up  to  four 
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months  after  high  dosage  (3-6  gram/day) 
of  inorganic  iodide. 

Organic  iodine  is  another  source  of  PBI 
contamination,  as  these  compounds  are 
bound  to  serum  proteins  and  are  included 
in  the  protein  precipitate.  The  most  com- 
mon source  of  such  iodine  compounds  are 
the  various  x-ray  contrast  media.  Examples 
of  such  compounds  and  the  duration  of 
PBI  elevation  follows: 


Cholografin 

1 5 weeks 

cholecystography 

Orabilex 

6-9  weeks 

cholecystography 

Priodax 

2-12  months 

cholecystography 

Telepaque 

7-8  weeks 

cholecystography 

Teridax 

up  to  3 3 years 

cholecystography 

Diodrast 

2 weeks 

pyleography 

Hypaque 

1 week 

pyleography 

Lipiodol 

greater  than 

2 years 

bronchography 

Dionosil 

1-5  months 

bronchography 

Entero-vioform 

2-3  months 

amebicide 

Diodoquin 

greater  than 

10  days 

amebicide 

Despite  many  limitations,  PBI  determina- 
tion remains  the  most  widely  used  chemical 
laboratory  procedure  for  evaluating  thy- 
roid function.  Understanding  the  PBI  and 
its  pitfalls  allows  the  physician  to  correlate 
better  the  PBI  value  and  the  patient’s  clin- 
ical status.  Also,  knowledge  of  pitfalls  in 
PBI  determinations  allows  the  physician  to 
effectively  utilize  the  additional  and  newer 
laboratory  tests  in  the  evaluation  of  patients 
suspected  of  thyroid  disease. 
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Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Oct. 

Oct. 

Jan.- 

Oct. 

Jan.- 

Oct. 

1968 

1967 

1968 

1967 

Brucellosis 

7 

0 

55 

35 

Diphtheria 

0 

0 

0 

0 

Hepatitis  . . 

..  103 

50 

462 

636 

Meningitis  (Aseptic) 

9 

5 

101 

23 

Meningococcal  Infections 

__  3 

2 

37 

41 

Poliomyelitis 

0 

0 

0 

0 

Rocky  Mt.  Spotted  Fever 

__  1 

1 

41 

30 

Rubella 

10 

6 

596 

649 

Rubeola 

2 

74 

311 

2218 

Streptococcal  Sore  Throat  _ 

1 

1 

OO 

LO 

Gfi 

793 

11391 

11861 

(including  Scarlet  Fever) 

Tularemia 

0 

0 

3 

0 

Typhoid  Fever 

__  1 

0 

9 

6 

Rabies  (in  animals) 

9 

7 

121 

189 

Venereal  Diseases 

Syphilis 

98 

134 

1365 

1699 

Gonorrhea  . 

.1077 

966 

8554 

8135 

Other 

0 

3 

11 

17 
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The  Diabetic 

Diabetes  is  the  eight  leading  cause  of 
death  and  the  third  cause  of  blindness  in 
the  United  States.  It  is  the  tenth  leading 
cause  of  death  in  Virginia,  and  last  year  this 
disease  claimed  53  8 lives  in  our  State.  Thus, 
it  is  necessary  to  find  the  "hidden  diabetics” 
in  the  State  in  order  to  bring  the  disease 
under  control. 

There  are  approximately  150,000  dia- 
betics in  Virginia  but  only  half  of  them 
know  they  have  the  disease.  Once  the  "hid- 
den diabetic”  is  found  and  the  disease  is 
brought  under  control,  he  can  lead  a normal 
life.  However,  without  treatment,  the  dia- 
betic is  subject  to  the  serious  complications 
of  the  disease — damage  to  the  nervous  sys- 
tem, poor  blood  circulation,  blindness,  heart 
and  kidney  trouble. 

There  are  an  estimated  17  diabetics  per 
1,000  population — half  of  these  unknown. 
This  unknown  half  is  what  we  are  looking 
for  in  the  State  Health  Department’s  dia- 
betic screening  programs.  We  are  practicing 
secondary  prevention  in  finding  diabetes  in 
early  stages;  that  is,  we  are  preventing  the 
disabilities  and  complications  caused  when 
diabetes  goes  undetected.  Proper  treatment 
will  allow  these  people  to  keep  active  and 
on  the  job. 

There  are  96  counties  and  3 5 cities  in 
Virginia,  all  of  which  have  health  depart- 
ment, and  each  health  department  conducts 
diabetes  programs.  There  are  8 5 practicing 


physicians  participating  in  these  programs. 

Frequently  diabetes  screening  is  included 
in  multiphasic  screening  throughout  the 
State.  Last  year  21,902  men  and  women 
over  40  years  of  age  were  screened.  Of 
these  2,049  positive  reports  were  referred 
to  their  physicians  for  additional  tests,  and 
45  3 were  new  and  previously  unknown 
diabetics.  Many  of  those  tested  were  found 
to  have  high  blood  sugar  levels  and  were 
scheduled  for  annual  retesting.  Suspects 
who  have  a family  history  of  diabetes  but 
are  not  diagnosed  as  diabetics  are  automati- 
cally scheduled  for  rescreening  each  year. 

Once  a diabetic  is  found  in  a screening 
program  the  entire  family  is  screened. 
Often,  since  the  tendency  to  have  diabetes 
is  inherited,  other  members  of  the  family 
are  found  to  be  diabetic. 

The  test  for  diabetes  is  simple  and  pain- 
less. It  takes  only  a drop  of  blood  from  the 
fingertip  and  about  five  minutes  to  test  for 
indications  of  diabetes.  Those  with  suspi- 
ciously high  blood  sugar  levels  are  referred 
to  their  family  physicians  for  examination 
and  more  thorough  tests.  The  physician  is 
notified  by  the  Department  of  the  findings 
of  the  screening  test,  and,  in  turn,  is  asked 
to  report  his  findings  to  the  Department. 

Private  physicians  may  refer  their  pa- 
tients to  the  local  health  department  for 
nurse  instruction.  A nutritionist  is  also  avail- 
able in  some  areas  to  counsel  the  patient 
with  his  diet,  an  important  part  of  any 
treatment  for  the  diabetic. 
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Drug-Induced  Parkinson-Like  Syndrome 

If  a neurologist  had  visited  a large  mental 
hospital  30  years  ago,  he  might  have  found, 
by  searching  the  back  wards,  two  or  three 
patients  with  typical  true  Parkinson’s  disease 
who  were  either  problems  of  nursing  care 
(not  mental)  or  complications  of  chronic 
brain  syndromes  of  variable  etiology.  Today 
if  he  were  to  visit  this  same  hospital  and 
personally  examine  a large  group  of  pa- 
tients, he  would  find  a startling  number 
who  have  many  of  the  signs  and  symptoms 
of  basal  ganglia  disorder.  This  "new  type” 
of  Parkinson-like  syndrome  was  first  noted 
shortly  after  the  phenothiazines  were  intro- 
duced in  the  mid  1950’s1,2  in  the  treatment 
of  mental  disorders. 

In  that  period  before  the  tranquilizing 
drugs  were  prescribed,  almost  any  observant 
physician  or  layman  passing  through  the 
wards  of  a large  mental  hospital  was  struck 
by  the  fact  that  a considerable  number  of 
patients  showed  a certain  degree  of  apathy 
and  inertia  and  varying  degrees  of  rigidity 
and  a few  showed  posturing  or  actual  cata- 
tonic reactions,  and  there  were  also  a few 
seriously  depressed  patients  with  expression- 
less faces  and  marked  motor  retardation. 
The  chronic  "burned-out”  schizophrenic  as 
well  as  the  depressed  affective  disorders  and 
the  brain  damaged  patients  seemed  to  have 
the  latent  signs  and  symptoms  of  basal  gan- 
glia disorder  long  before  the  advent  of  the 
so-called  tranquilizing  drugs,  but  it  was 
usually  not  recognized  as  such  until  these 
Parkinson-like  signs  and  symptoms  became 
accentuated  by  the  phenothiazines  and  the 
butyrophenones.  It  is  of  interest  that  Gold- 
man' reports  that  the  schizophrenic  and  af- 
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fective  disorders  appeared  to  be  much  more 
susceptible  to  the  development  of  this  new 
type  of  Parkinson-like  syndrome  when  given 
these  drugs.  In  fact  a large  dose  of  certain 
of  these  tranquilizers  might  be  used  as  a 
clinical  test  to  bring  out  symptoms  and  signs 
of  a latent  or  slowly  developing  Parkinson’s 
disease.  However,  it  must  be  rare  for  schiz- 
ophrenic or  depressed  patients  to  develop 
spontaneously  a typical  progressive  true 
Parkinson’s  disease  as  this  disorder  was  rarely 
seen  in  mental  hospitals  prior  to  the  era  of 
treatment  with  the  phenothiazines. 

It  has  been  observed3,4  that  there  are  a 
number  of  important  factors  responsible  for 
the  development  of  these  Parkinson-like 
signs  and  symptoms.  Drug  sensitivity  of  the 
individual  patient  is  one  of  these  factors. 
Goldman  found  that  some  patients  were 
highly  sensitive  and  would  develop  signs  of 
this  Parkinson-like  syndrome  with  minimal 
doses  of  the  tranquilizers  while  others  might 
not  develop  signs  or  symptoms  with  very 
large  doses  of  the  same  tranquilizer.  How- 
ever as  a rule,  in  the  majority  of  patients, 
the  higher  the  dose  the  more  likelihood  of 
developing  Parkinson-like  symptoms  and 
signs.  It  was  also  noted  that  certain  drugs 
were  more  likely  to  produce  these  signs  and 
symptoms  than  others. 

The  incidence  of  this  Parkinson-like  syn- 
drome in  various  institutions  according  to 
Gunn4  varies  from  "0  to  80%  or  more”  de- 
pending on  the  drug  used  and  the  observer 
making  the  report.  He  further  states  that 
"if  extra  pyramidal  tract  effects  were  not 
being  seen,  it  was  simply  because  they  were 
not  being  recognized.”  Hollister  ' in  an  ex- 
cellent report  has  outlined  the  so-called 
"complications”  resulting  from  the  use  of 
the  tranquilizing  drugs.  There  are  those1’ 
who  decry  the  emphasis  placed  on  "side 
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effects”  of  these  drugs.  It  would  appear 
important  however  that  in  any  clinical  eval- 
uation of  a group  of  patients  with  abnor- 
mal neurologic  signs,  those  reporting'  should 
see  and  examine  those  patients  included  in 
the  report. 

In  this  investigation  the  author  has  per- 
sonally seen  and  examined  5 02  patients  in 
a large  VA  Hospital.  These  patients  were 
seen  on  five  different  wards  under  the  care 
of  eight  physicians.  The  patient  load  for 
each  physician  varied  from  40  to  170  pa- 
tients. The  larger  numbers  were  on  chronic 
wards  and  the  smaller  numbers  being  on 
wards  with  the  more  recent  admissions. 
There  were  no  female  patients  included  in 
this  study.  Nursing  and  attendant  person- 
nel were  completely  different  for  each  ward. 
It  was  evident  that  certain  physicians  had 
the  responsibility  for  the  care  of  a larger 
number  of  patients  and  the  individualiza- 
tion of  each  patient  as  regards  medication 
was  less  likely  on  those  wards  with  a large 
patient  load  than  on  wards  with  smaller 
patient  load.  The  attitude  of  the  nursing 
service  was  also  very  important  as  far  as 
medication  was  concerned.  The  individual 
personalities  of  all  those  who  care  for  pa- 
tients are  most  important  as  well  as  the 
policy  of  the  hospital  in  determining  dosage 
of  medication  and  follow-up  of  patients. 

The  neurologic  examination  was  primar- 
ily directed  in  this  group  of  over  5 00  pa- 
tients to  the  presence  or  absence  of  basal 
ganglia  signs  and  symptoms.  No  claim  of 
infallibility  in  making  a diagnosis  of  this 
Parkinson-like  syndrome  is  made,  but  after 
3 5 years  in  neurologic  practice,  error  in  rec- 
ognition of  this  condition  is  less  likely  than 
it  otherwise  might  be. 

On  the  basis  of  the  neurologic  examina- 
tion, patients  were  grouped  in  four  differ- 
ent categories  depending  upon  the  severity 
of  extra  pyramidal  tract  signs  and  symp- 
toms as  seen  in  Table  I.  Group  I was  made 
up  of  patients  showing  only  minor  signs 
of  basal  ganglia  disorder  such  as  mild  but 
unmistakable  degrees  of  rigidity  of  posture 


and  gait,  masking  of  facial  expression,  mild 
tremor,  impairment  of  skilled  and  associated 
movement  along  with  impaired  handwrit- 
ing, stare  with  increased  blink  reflex  and  fi- 
nally apathy,  lethargy  with  drowsiness  in 
many  and  in  others  restlessness  and  akathe- 
sia.  Group  II  showed  increased  severity  of 
the  signs  in  Group  I plus  dystonic  muscular 
movements  of  the  arms,  legs  or  trunk,  with 
increase  in  akathesia  and  minor  oral  and 
ocular  dyskinesias.  Group  III  showed  a gen- 
eral increase  in  previously  mentioned  signs 
plus  a severe  oral  and  ocular  dyskinesia. 
Group  IV  was  made  up  of  only  the  far 
advanced  cases,  unable  to  care  for  them- 
selves and  completely  disabled  as  seen  in 
patients  with  advanced  true  Parkinson’s  dis- 
ease, but  there  were  no  patients  in  the  5 02 
examined  who  would  be  placed  in  this  Group 
IV.  This  illustrates  one  of  the  important 
differences  between  drug  induced  Parkin- 
son-like disorder  and  the  slow  progression  to 
complete  disability  that  is  characteristic  of 
true  Parkinson’s  disease.  It  could  be  that 
not  enough  time  had  elapsed  in  those  drug 
induced  cases,  but  some  of  them  had  been 
taking  these  drugs  for  a period  of  ten  to 
twelve  years  and  one  might  have  expected 
they  would  show  complete  disability  by  this 
time  if  it  was  going  to  occur. 

Table  I illustrates  the  number  of  patients 
in  the  above  mentioned  groups  and  the  va- 
riability in  incidence  of  this  Parkinson-like 
syndrome  between  the  various  wards.  This 
difference  may  have  been  related  to  the 
tendency  to  give  lower  dosage  of  the  tran- 
quilizers on  certain  wards,  but  this  could 
not  be  the  only  explanation  as  there  were 
patients  on  relatively  low  dosage  of  the 
phenothiazines  (100  to  400  mg.  of  Chlor- 
promazine  daily)  who  were  classified  in 
Group  III,  whereas  a few  of  those  on  doses 
of  800  to  1600  mg.  of  the  same  drug  had 
no  signs  of  this  Parkinson-like  disorder.  This 
is  in  agreement  with  others,3’4  indicating 
individual  sensitivity,  or  lack  of  sensitivity 
to  the  drug.  In  the  majority  of  those  pa- 
tients examined  the  larger  the  dose  of  tran- 
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quilizing  drug  the  greater  the  chance  of  de- 
veloping Parkinson-like  signs  and  symptoms. 

This  group  of  502  patients  were  not  se- 
lected. The  various  wards  were  visited  and 
all  the  patients  on  the  ward  were  examined. 
The  clinical  diagnosis  was  not  known  at  the 
time  of  the  examination  nor  was  the  type 
or  dosage  of  medication  known  until  after 
the  examination  and  the  patient  had  been 
placed  in  one  of  the  groups  in  Table  I.  It 
was  later  determined  that  409  of  the  5 02 
patients  examined  (or  82%)  carried  a clin- 
ical diagnosis  of  schizophrenia.  The  remain- 
ing 93  were  a mixture  of  affective  disorders, 
chronic  brain  syndromes,  senile  and  arterio- 


subside  after  the  offending  drug  is  with- 
drawn although  there  are  exceptions11, 10,11,12 
particularly  in  the  oral  dyskinesias,  some- 
times referred  to  as  the  tardive  dyskinesias. 
These  patients  may  have  brain  damage  in 
addition  to  their  schizophrenic  diagnosis 
(secondary  to  old  head  trauma,  cerebral 
vascular  disease,  lobotomy,  senile  deteriora- 
tion, convulsive  disorder,  etc.).  One  might 
assume  there  was  an  anatomical  or  physio- 
logical alteration  in  the  basal  ganglia  that 
would  cause  this  persistency  of  neurologic 
signs,  although  I have  not  seen  autopsy 
reports  with  neuropathologic  examination 
of  the  brain  of  those  cases.  Oral  and  ocular 


TABLE  I 


Wards 

Number 

Patients 

Examined 

Without 

Parkin- 

sons 

Group  I 
Parkin- 
sons 

Group  II 
Parkin- 
sons 

Group  III 
Parkin- 
sons 

Group  IV 
Parkin- 
sons 

Percent 

With 

Parkinsons 

I 

83 

28 

33 

20 

2 

0 

66% 

II 

106 

71 

30 

4 

1 

0 

33% 

Ill 

153 

54 

76 

21 

2 

0 

65% 

IV 

144 

66 

67 

11 

0 

0 

54% 

V 

16 

3 

10 

1 

2 

0 

81% 

Total 

502 

222 

216 

57 

7 

0 

56% 

sclerotic  disorders,  personality  disorders  and 
anxiety  states.  There  were  3 5 post  lobotomy 
patients  who  originally  carried  a diagnosis 
of  schizophrenia.  Twenty-nine  (82%)  of 
those  showed  evidence  of  Parkinson-like 
syndrome.  In  a previous  paper8  the  author 
found  that  48%  of  83  post  lobotomy  pa- 
tients who  were  taking  the  tranquilizing 
drugs  had  evidence  of  Parkinson-like 
syndrome. 

There  were  1 5 patients  who  were  not 
taking  the  tranquilizing  drugs  at  the  time 
of  examination  and  had  not  taken  these 
drugs  for  a period  of  one  month  to  five 
years  and  yet  1 3 of  the  1 5 showed  signs  of 
this  Parkinson-like  disorder  with  nine  in 
Group  I,  three  in  Group  II  and  one  in 
Group  III.  These  13  patients  represent  a 
high  percentage  (80%)  of  the  15  patients 
not  taking  these  drugs;  however  they  do 
represent  a very  small  percentage  (2.5%) 
of  the  5 02  patients  examined.  As  a rule  the 
extrapyramidal  signs  and  symptoms  tend  to 


dyskinesias  have  been  reported  in  posten- 
cephalitic Parkinson’s  disease.  The  author 
has  seen  a number  of  those  patients  in  past 
years.  There  were  no  patients  with  oculo- 
gyric crises  in  this  series  but  they  have  been 
reported  in  the  drug  induced  Parkinson 
group.1'  Abnormalities  of  lateral  eye  move- 
ment, lack  of  convergence,  stare,  blephero- 
spasm  and  increased  blink  reflex  are  com- 
mon8 in  the  drug  induced  group  and  there 
were  many  in  groups  II  and  III  reported  in 
Table  I.  There  were  no  patients  in  this 
series  with  unilateral  drug  induced  basal 
ganglia  disorder  although  it  has  been  re- 
ported.18 

It  is  of  interest  that  68  patients  out  of 
the  5 02  examined  were  taking  either  Tri- 
hexphenidyl  (Artane)  5 to  10  mg.  daily, 
or  Bcnztropine  (Cogentin)  2 to  6 mg.  daily, 
along  with  their  tranquilizing  drug.  How- 
ever, 62  of  these  68  patients  had  evidence  of 
a Parkinson-like  syndrome.  This  is  only 
about  14%  of  the  total  number  taking  the 
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tranquilizers.  It  appeared  to  the  author  that 
in  this  series  the  anti-Parkinson  drugs  were 
not  only  ineffective  in  abolishing  signs  and 
symptoms  of  basal  ganglia  disorder  but  pa- 
tients had  distressing  symptoms  with  dry 
mouth,  blurred  vision,  dehydration,  occa- 
sional confusional  states,  constipation,  and 
in  rare  instances  a paralytic  ileus.  It  is  the 
author’s  belief,  in  this  series  less  than  half  of 
the  patients  were  helped  appreciably  by  this 
combination  of  tranquilizing  drug  with  an 
anti-Parkinson  drug.  It  might  have  been 
better  to  shift  to  drugs  with  lower  incidence 
of  extrapyramidal  side  effects  than  to  run 
the  risk  of  double  intoxication  with  both 
drugs.  There  are  those'  who  feel  that  the 
production  of  basal  ganglia  symptoms  are 
not  necessary  to  obtain  effectiveness  of  the 
tranquilizing  drugs,  and  the  author  tends  to 
agree  with  them  in  most  instances.  The 
minor  signs  and  symptoms  of  true  Parkin- 
son’s disease  are  frequently  not  helped  ap- 
preciably with  anti-Parkinson  drugs,  where- 
as mild  sedative  drugs  are  more  helpful  in 
patients  with  tremor  and  mild  rigidity.  In 
Groups  II  and  III  anti-Parkinson  drugs  may 
be  helpful  in  lessening  symptoms.  It  is  sug- 
gested that  more  frequent  follow-up  would 
discourage  giving  these  drugs  until  signs  and 
symptoms  warrant  their  use.  In  this  series 
Chlorpromazine,  Trifluperazine,  Thiorida- 
zine and  Halperidol,  in  this  order,  appeared 
to  induce  Parkinson-like  signs  and  symp- 
toms. These  drugs  were  used  in  various 
combinations  and  therefore  do  not  represent 
the  true  capability  of  the  individual  drug  to 
produce  Parkinson-like  symptoms. 

There  were  only  four  patients  in  this 
series  of  502  patients  who  had  never  taken 
any  of  these  tranquilizing  drugs,  and  none 
of  them  had  basal  ganglia  disorder.  The  au- 
thor mentions  this  only  to  illustrate  a minor 
miracle  of  escape  from  having  had  these 
drugs  ordered,  as  almost  99%  of  those  exam- 
ined were  taking  or  had  taken  one  or  more 
of  the  tranquilizing  drugs  during  their  hos- 
pitalization. Although  there  can  be  no  doubt 
that  a great  many  patients  in  this  large 


group  of  5 02  patients  could  not  have  been 
as  effectively  treated  and  controlled  with- 
out these  drugs,  it  would  seem  probable 
that  with  more  careful  evaluation  of  the 
needs  of  the  individual  patient  and  more 
frequent  follow-up  with  revision  of  drug 
dosage  that  in  at  least  half  of  these  patients 
the  medication  might  have  been  shifted  to 
mild  sedatives  or  dropped  entirely,  instead 
of  continuing  these  drugs  indefinitely. 

It  is  evident  after  a review  of  Table  I 
that  there  were  wide  differences  in  the  inci- 
dence of  this  Parkinson-like  syndrome  on 
the  various  wards  ranging  from  33%  to 
81%  with  an  over-all  occurrence  of  ap- 
proximately 5 6%.  A similar  incidence  of 
this  Parkinson-like  syndrome  has  been  re- 
ported by  Gunn.'1  There  may  be  a number 
of  reasons  for  this,  but  the  one  that  seems 
relatively  important  is  possibly  based  upon 
a questionable  premise — that  in  order  to  be 
effective  these  tranquilizing  drugs  should 
be  given  in  doses  high  enough  to  produce 
Parkinson-like  symptoms  and  then  give  an 
anti-Parkinson  drug  to  counteract  the  toxic 
effects  of  the  first  drug.  In  this  series  of 
patients,  the  author  feels  this  maneuvering 
of  drugs  was  helpful  only  in  the  minority 
and  in  the  future  it  would  be  wise  to  use 
those  drugs  with  the  less  toxic  effects. 

It  has  been  shown  that  in  Parkinson’s  dis- 
ease there  is  a reduced  level  of  brain  amines, 
particularly  dopamine,  in  certain  basal  gan- 
glia. Sourkes  and  Poirier11  have  demon- 
strated the  function  of  seratonin  and  dopa- 
mine in  the  brain  and  it  has  been  suggested 
that  the  phenothiazines  may  produce  the 
same  effects  as  depletion  of  the  amines  by 
blocking  their  action  at  the  receptor  sites 
in  the  basal  ganglia.  The  work  of  Heath14 
and  his  associates  and  also  that  of  Gottlieb15 
and  associates,  and  finally  the  use  of  L.  Dopa 
by  Yar1'1  in  the  treatment  of  true  Parkinson’s 
disease  all  tend  to  confirm  this  chemical 
disturbance  in  the  brain.  It  is  believed 
that  in  this  group  of  patients  reported  here 
that  they  have  a certain  degree  of  basal 
ganglia  disturbance  that  may  be  related  to 
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this  chemical  alteration  of  the  amines.  It 
is  not  too  much  to  hope  that  other  drugs 
may  be  developed  that  will  control  symp- 
toms without  the  high  incidence  of  "com- 
plications” or  "side  effects”  as  seen  in  the 
present  tranquilizing  drugs. 

Our  primary  consideration  should  be  the 
care  of  the  individual  patient.  Physicians 
bear  a heavy  burden  of  responsibility  and 
those  who  have  the  heaviest  patient  load 
have  little  time  to  devote  to  the  individual 
patient.  However,  the  care  of  the  patient 
in  federal,  state  and  private  institutions 
might  be  upgraded  with  considerable  bene- 
fit to  the  individual  patient,  and  incidentally 
savings  to  the  institution,  by  a more  care- 
ful review  of  drugs  used  and  the  needs  of 
the  patient.  This  may  require  more  physi- 
cians and  nursing  personnel,  but  until  such 
an  unlikely  event  occurs,  much  can  be  done 
by  reconsidering  out-worn  theories  of  drug 
dosage  and  by  more  careful  selection  of  the 
tranquilizing  drugs  and  a more  frequent 
evaluation  of  the  individual  patient  by  the 
existing  staff.  The  physician’s  primary  re- 
sponsibility continues  to  be  the  care  of  the 
individual  patient. 

Summary 

The  incidence  of  drug  induced  Parkinson 
like  syndrome  has  been  reported  as  ranging 
between  0 and  80%  of  patient  populations, 
taking  the  tranquilizers,  depending  on  the 
drug  used,  and  the  observer  making  the 
report.  In  this  investigation  the  author  has 
personally  seen  and  examined  5 02  patients 
on  five  different  wards  under  the  care  of 
eight  physicians  in  a large  VA  hospital.  The 
incidence  of  this  drug  induced  Parkinson- 
like  syndrome  ranged  between  33%  on  the 
acute  recent  admission  wards  to  81%  on  the 
chronic  wards,  with  an  over-all  average  of 
5 6%.  In  this  series  Chlorpromazine  (Thor- 
azine), Trifluoperazine  (Stelazine),  Thiori- 
dazine (Mellaril),  and  Haloperidol  (Hal- 
dol), in  this  order,  appeared  to  induce 
Parkinson-like  signs  and  symptoms,  al- 
though these  drugs  were  frequently  used  in 
various  combinations  and  therefore  do  not 


represent  the  true  capability  of  the  individ- 
ual drug  to  produce  Parkinson-like  symp- 
toms. 

There  were  no  completely  disabled  pa- 
tients in  this  drug  induced  Parkinson’s 
group  and  only  seven  with  severe  oral  and 
ocular  dyskinesias.  In  this  series,  anti- 
Parkinson  drugs  seemed  to  have  value  in  less 
than  half  of  this  group,  and  they  did  cause 
additional  toxic  symptoms  if  given  in  mod- 
erate to  heavy  dosage,  without  relieving 
Parkinson-like  symptoms. 

The  author  agrees  with  others  who  feel 
that  in  the  majority  of  patients  needing  the 
tranquilizers  these  drugs  are  effective  with- 
out producing  basal  ganglia  signs  and 
symptoms.  A re-evaluation  of  tranquiliz- 
ing drug  therapy  in  federal,  state  and  pri- 
vate institutions  could  result  in  an  up- 
grading of  individual  patient  care  with  few- 
er complications  as  well  as  considerable 
savings  to  the  institutions. 
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The  Medical  Society  of  Virginia 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  on  Sunday,  October  13,  at 
Hotel  Roanoke. 

Members  Present:  Dr.  Thomas  W.  Murrell,  Jr., 
Dr.  F.  Ashton  Carmines,  Dr.  K.  K.  Wallace,  Dr. 
W.  Leonard  Weyl,  Dr.  Mack  I.  Shanholtz,  Dr.  Harry 
J.  Warthen,  Dr.  W.  Callier  Salley,  Dr.  Raymond  S. 
Brown,  Dr.  William  S.  Hotchkiss,  Dr.  William  R. 
Hill,  Dr.  William  Grossmann,  Dr.  F.  H.  McGovern, 
Dr.  Harry  B.  Stone,  Dr.  James  C.  Respess,  Dr.  Wil- 
liam D.  Liddle,  Jr.,  Dr.  Carl  E.  Stark,  and  Dr. 
Carl  P.  Parker,  Jr. 

Others  Present:  Dr.  Dennis  P.  McCarty,  Second 
Vice-President;  Dr.  W.  Nash  Thompson,  Third  Vice- 
President;  Dr.  W.  Linwood  Ball,  AM  A Delegate; 
Dr.  Allen  Barker,  AMA  Delegate;  Dr.  Russell  M. 
Cox,  Secretary-Treasurer,  Virginia  Board  of  Medical 
Examiners;  Dr.  W.  W.  Zimmerman,  III,  President, 
Virginia  Board  of  Medical  Examiners;  and  Mr. 
Gerald  W.  Blanchard,  Field  Service  Representative, 
AMA. 

Financial  Report  and  Budget 

Dr.  Walter  Porter,  Chairman  of  the  Finance  Com- 
mittee, presented  the  proposed  budget  for  fiscal 
1968-69.  The  budget  was  approved  as  presented. 

Medical  Aspects  of  Sports 

Council  was  advised  that  the  Virginia  Ortho- 
paedic Society  had  recently  appointed  an  athletic 
committee  to  consider  problems  arising  from  ath- 
letic programs  throughout  the  State.  A letter  from 
Dr.  Virgil  May  had  expressed  the  wish  of  the  com- 
mittee to  work  as  closely  as  possible  with  The  Med- 
ical Society  of  Virginia. 

Dr.  Murrell  reviewed  the  work  of  the  Society’s 
Public  Relations  Committee  in  connection  with  the 
annual  Conference  on  the  Medical  Aspects  of  Sports 
and  expressed  the  hope  that  the  two  committees 
could  sit  down  and  discuss  various  matters  and 
projects  of  mutual  interest  and  concern.  A motion 
to  this  effect  was  offered  by  Dr.  Carmines  with  the 
request  that  Council  be  kept  advised  of  any  develop- 
ments. The  motion  was  seconded  and  carried. 


Homeopathy 

Dr.  Cox  called  Council’s  attention  to  the  fact 
that  the  homeopathic  member  of  the  Board  of  Med- 
ical Examiners  will  retire  from  that  body  in  June, 
1969.  This  poses  something  of  a problem  since  there 
is  no  replacement  available.  Although  Dr.  Cox  plans 
to  seek  legislation  in  the  next  Session  of  the  Gen- 
eral Assembly  removing  homeopathy  from  the  Code, 
he  does  not  wish  to  lose  a Board  member  during  the 
last  half  of  1969  and  perhaps  the  first  half  of  1970. 
This  loss  would  leave  the  Board  with  one  less  ex- 
aminer during  that  period. 

It  was  Dr.  Cox’s  hope  that  The  Medical  Society 
of  Virginia  would  recommend  to  the  Governor  that 
the  present  homeopathic  member  be  reappointed  for 
a period  of  one  year  (effective  July  1,  1969).  A 
question  was  raised  as  to  whether  the  law  would 
actually  permit  the  Governor  to  make  such  an  ap- 
pointment. It  was  agreed,  however,  that  the  situation 
was  such  that  an  attempt  would  be  in  order. 

It  teas  moved  by  Dr.  Hotchkiss  that  The  Medical 
Society  of  Virginia  request  the  Governor  to  reap- 
point the  homeopathic  member  of  the  Board  and 
seek  legislation  in  the  1970  General  Assembly  which 
would  eliminate  the  homeopathic  representative  and 
replace  him  with  a doctor  of  medicine.  The  motion 
was  seconded  and  adopted. 

Pre-School  Survey  of  Vision  and  Hearing 

Council  learned  that  several  national  publications 
have  recently  given  considerable  publicity  to  a pre- 
school medical  survey  of  vision  and  hearing  spon- 
sored by  the  Minnesota  State  Medical  Association. 
As  a result  of  this  publicity,  the  Minnesota  Associa- 
tion has  been  deluged  with  inquiries  from  over  the 
nation — including  fifty  from  Virginia.  The  writers 
all  asked  how  a similar  survey  might  be  set  up  in 
this  State. 

It  was  learned  that  the  Society’s  Committee  on 
Child  Health  has  given  some  consideration  to  the  ad- 
visability of  such  a survey  and  believes  that  it  has 
very  definite  possibilities. 

A question  was  raised  as  to  what  is  really  gained 
by  such  surveys  to  justify  the  expense  involved. 
There  was  some  doubt  as  to  whether  surveys  of  this 
kind  produce  the  follow-through  necessary  to  bring 
about  correction  of  any  defects.  There  were  also 
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those  who  asked  why  such  surveys  should  concentrate 
on  pre-school  children  when  there  obviously  exists 
a very  great  need  among  children  of  school  age. 

Further  discussion  brought  forth  the  feeling  that 
Council’s  consideration  of  the  matter  is  premature. 
A detailed  report — including  cost  involved — should 
be  submitted  for  consideration  at  an  early  date. 

Dr.  Stone  then  moved  that  the  matter  be  referred 
to  the  Society’s  Committees  on  Child  Health , Con- 
servation of  Sight  and  Conservation  of  Hearing  for 
careful  study  and  recommendations.  The  motion  was 
seconded  and  adopted. 

Privileged  Conimunieations 

Dr.  Thompson  read  Section  8-289.1  of  the  Vir- 
ginia Code  having  to  do  with  communications  be- 
tween physicians  and  patients.  He  called  attention 
to  that  part  of  the  Section  which  states  ".  . . . or 
when  a judge  of  a court  of  record,  in  the  exercise 
of  sound  discretion,  deems  such  disclosure  proper  to 
the  administration  of  justice,  no  fact  communicated 
to,  or  otherwise  learned  by,  such  practitioner  in  con- 
nection with  such  attendance,  examination  or  treat- 
ment shall  be  privileged  and  disclosure  may  be  re- 
quired . . . .”.  This,  in  Dr.  Thompson’s  opinion, 
actually  destroys  any  privileged  communications 
safeguards. 

The  thought  was  expressed  that  the  matter  should 
be  referred  to  the  Legislative  Committee  with  the 
request  that  it  seek  legislation  deleting  that  portion 
of  section  8-289.1  in  question.  A motion  by  Dr. 
Stark  to  refer  the  matter  to  the  Legislative  Com- 
mittee was  seconded  and  adopted. 

VaMPAC  Board  of  Directors 

The  Virginia  Medical  Political  Action  Committee 
each  year  submits  to  Council  for  its  approval  a list 
of  nominees  for  the  VaMPAC  Board  of  Directors.  It 
was  reported  that  Dr.  Edwin  T.  McNamee,  Jr., 
representing  the  Fifth  District,  wished  to  retire  from 
the  Board  and  Dr.  Girard  V.  Thompson,  Sr.,  Chat- 
ham, was  recommended  as  a replacement.  A motion 
to  amend  the  list  of  nominees  by  substituting  Dr. 
Thompson  for  Dr.  McNamee  was  seconded  and 
adopted. 

As  a result  of  a motion  by  Dr.  Stone,  the  follow- 
ing Directors  were  elected  for  1968-69:  Dr.  Alvin 
E.  Conner,  Dr.  Robert  B.  Webb,  Jr.,  Dr.  Joseph  M. 
Kline,  Mr.  Thomas  H.  Holland,  Dr.  Richard  Law- 
rence Sallade,  Dr.  Harry  B.  Taylor,  Jr.,  Dr.  Henry 
S.  Spencer,  Dr.  A.  Epes  Harris,  Jr.,  Dr.  Girard  V. 
Thompson,  Sr.,  Dr.  Echols  A.  Hansbarger,  Jr.,  Dr. 


Robert  C.  Green,  Jr.,  Dr.  Ira  Godwin,  Dr.  Cecil  C. 
Hatfield,  Dr.  Michael  A.  Puzak,  Dr.  Harold  L.  Wil- 
liams, Dr.  Baxter  H.  Byerly,  Dr.  Joseph  W.  Milam, 
Mrs.  F.  Clyde  Bedsaul,  Dr.  Alexander  McCausland, 
Dr.  Alex  J.  Mallis,  Dr.  Thomas  S.  Edwards,  Dr. 
Frank  S.  Blanton,  Jr.,  Mrs.  James  M.  Moss,  and  Mr. 
Ivan  Roop. 

Uniform  Anatomical  Gift  Act 

Dr.  Nelson  reported  that  a Uniform  Anatomical 
Gift  Act  has  been  drawn  and  will,  in  all  probability, 
be  available  for  study  after  November  1.  This  Uni- 
form Act  has  been  approved  by  representatives  from 
all  states  and  contains  the  answers  to  many  ques- 
tions which  have  been  of  much  concern  in  recent 
months.  For  example,  the  Act  deals  with  priorities, 
treats  terminal  illness,  offers  a legal  definition  of 
death,  makes  it  possible  for  an  individual  to  desig- 
nate what  parts  of  his  body  may  be  used  for  trans- 
plant purposes,  etc. 

It  was  Dr.  Nelson’s  feeling  that  an  appropriate 
committee  of  The  Medical  Society  of  Virginia  should 
obtain  a copy  of  the  Act  and  give  it  very  careful 
consideration.  It  was  agreed  that  this  should  be  a 
matter  for  the  Legislative  Committee  and  that  a 
meeting  of  the  Committee  should  be  held  before  the 
General  Assembly  meets  in  1970.  It  was  suggested 
that  the  Committee  be  requested  to  hold  its  initial 
meeting  sooner  than  it  has  in  past  years. 

A motion  to  refer  consideration  of  the  Uniform 
Anatomical  Gift  Act  to  the  Legislative  Committee 
was  seconded  and  adopted. 

Welfare  Payments 

Consideration  was  given  a request  by  the  Tazewell 
County  Medical  Society  that  The  Medical  Society 
of  Virginia  review  its  position  concerning  payment 
of  physicians’  fees  under  certain  Welfare  programs. 
For  many  years  The  Medical  Society  of  Virginia  has 
encouraged  its  members  to  provide  services  under 
the  State-Local  Hospitalization  Program  (SLH)  at 
no  cost  to  the  Department  of  Welfare.  This  policy 
has  also  applied  to  certain  other  public  assistance 
programs. 

Brought  out  was  the  fact  that  soon  after  Medical 
Assistance  for  the  Aged  (MAA)  became  a reality, 
the  Society  was  instrumental  in  negotiating  a fee 
schedule  for  services  provided  under  this  particular 
program.  Most  of  this  group,  however,  is  now  cared 
for  under  Medicare  and  those  who  are  not  have  their 
physicians’  fees  paid  on  a usual  and  customary  basis. 

Dr.  Shanholtz  indicated  that  Medicaid  (Title 
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XIX)  will  solve  at  least  part  of  the  problem.  The 
Advisory  Committee  has  given  much  thought  to  the 
matter  of  fees  and  is  planning  to  pay  on  a usual  and 
customary  basis.  He  expressed  the  hope  that  the  same 
review  procedure  as  is  used  under  the  Blue  Shield 
of  Virginia  7510  Contract  can  be  employed  under 
Title  XIX. 

Further  discussion  brought  forth  the  fact  that  the 
Department  of  Welfare  does  not,  at  this  time,  have 
sufficient  funds  to  pay  physicians  under  SLH  and 
the  various  categorical  programs  even  if  the  Society 
should  change  its  policy.  It  was  agreed,  however, 
that  the  matter  should  be  reviewed  and  that  the 
Society’s  Advisory  Committee  to  Department  of 
Public  Welfare  should  receive  the  assignment. 

A motion  by  Dr.  Stark  to  refer  the  Tazewell 
County  request  to  the  Advisory  Committee  to  De- 
partment of  Public  Welfare  was  seconded  and 
adopted. 

AMA 

Mr.  Blanchard  reported  that  a new  Division  of 
Public  Affairs  has  been  established  by  the  American 
Medical  Association.  Both  the  AMA  Field  Service  and 
the  American  Medical  Political  Action  Committee 
will  be  included  in  this  new  Division. 

Belroi 

The  Walter  Reed  Commission  has,  for  some  time, 
sought  to  adjust  property  lines  at  the  Walter  Reed 
birthplace.  Such  an  adjustment  would,  among  other 
things,  make  it  possible  to  maintain  a suitable  park- 
ing area.  With  this  thought  in  mind,  the  following 
resolution  teas  adopted: 

"Resolved  by  the  Council  of  The  Medical  Society 
of  Virginia,  in  meeting  duly  assembled,  that  the 
Walter  Reed  Commission  of  The  Medical  Society 
is  hereby  authorized  and  empowered  to  take  what- 
ever steps  it  may  deem  appropriate  and  proper  to 
effect  a transfer  of  certain  property  in  Ware 
Magisterial  District,  Gloucester  County,  Virginia, 
to  the  heirs-at-law  of  George  D.  Stubbs,  De- 
ceased, to  straighten  up  the  lines  of  the  said  prop- 
erty in  order  to  comply  with  existing  usage  of  the 
property,  in  such  manner  as  the  Commission  may 
deem  to  be  for  the  best  interest  of  The  Society; 
and 

"Resolved,  Further,  that  the  President  of  the 
Society  is  hereby  authorized  and  directed  to  exe- 
cute in  the  name  of  the  Society,  by  himself  as 
President,  a good  and  sufficient  deed  of  general 


warranty,  with  the  usual  covenants  of  title,  and 
to  acknowledge  and  deliver  the  same  to  the  heirs- 
at-law  of  George  D.  Stubbs,  Deceased;  and  the’ 
Secretary  of  the  Society  is  authorized  and  directed 
to  affix  the  corporate  seal  to  the  said  Deed  and 
attest  the  same,  and  to  acknowledge  the  said  deed 
for  recordation;  and  the  members  of  the  Walter 
Reed  Commission  are  authorized  to  sign  and  ac- 
knowledge the  said  deed.” 

The  adjustment  of  property  lines  will  also  pave 
the  way  for  a transfer  of  title  to  the  Association 
For  The  Preservation  of  Virginia  Antiquities.  The 
following  resolution  was  then  adopted: 

"Resolved  by  the  Council  of  The  Medical  So- 
ciety of  Virginia,  in  meeting  duly  assembled,  that 
the  Walter  Reed  Commission  of  The  Society  is 
hereby  authorized  and  empowered  to  take  what- 
ever steps  it  may  deem  appropriate  and  proper  to 
effect  a transfer  of  certain  property  in  Ware 
Magisterial  District,  Gloucester  County,  Virginia, 
to  the  Association  for  the  Preservation  of  Virginia 
Antiquities,  a non-profit  organization  operating 
under  the  laws  of  the  State  of  Virginia,  in  such 
manner  as  the  Commission  may  deem  to  be  for 
the  best  interest  of  The  Society;  and 

"Resolved,  Further,  that  the  President  of  The 
Society  is  hereby  authorized  and  directed  to  exe- 
cute in  the  name  of  The  Society,  by  himself  as 
President,  a good  and  sufficient  deed  of  Special 
Warranty,  and  to  acknowledge  and  deliver  the 
same  to  the  Association  for  the  Preservation  of 
Virginia  Antiquities;  and  the  Secretary  of  the  So- 
ciety is  authorized  and  directed  to  affix  the  corpo- 
rate seal  to  the  said  deed  and  attest  the  same,  and 
to  acknowledge  the  said  deed  for  recordation; 
and  the  members  of  the  Walter  Reed  Commission 
are  authorized  to  sign  and  acknowledge  the  said 
deed.” 

Medical  Tours 

Many  medical  societies,  during  the  past  few  years, 
have  discovered  a demand  for  medical  tours  to  vari- 
ous parts  of  the  globe.  A number  have  sponsored 
very  successful  tours  to  the  Orient,  South  America, 
etc.  These  tours  normally  include  visits  to  medical 
centers  and  feature  scientific  programs  of  the  highest 
caliber. 

The  Society  has  been  approached  a number  of 
times  during  the  past  year  concerning  the  advisability 
and  possibility  of  sponsoring  such  a tour  and  Dr. 
Murrell  thought  perhaps  a special  committee  might 
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be  appointed  to  consider  the  matter  in  some  detail. 
Dr.  Carmines  expressed  the  feeling  that  visits  to 
foreign  countries  mean  a great  deal  more  when  they 
include  specific  projects  of  assistance. 

Dr.  Wallace  moved  that  a special  committee  be 
appointed  to  consider  the  advisability  of  sponsoring 
such  tours.  The  motion  was  seconded  and  adopted. 

AMA  Hospitality  Suite 

The  Finance  Committee,  while  considering  the 
budget  for  1968-69,  had  suggested  that  Council  re- 
view the  Society’s  participation  in  the  Southeastern 
States  Hospitality  Suite  at  annual  and  clinical  ses- 
sions of  the  American  Medical  Association.  The 
suite  provides  the  Southeastern  States  an  opportunity 
to  repay  some  of  the  hospitality  accorded  over  the 
years  by  the  larger  individual  states. 

The  cost  of  holding  such  suites  open  is  increasing 
each  year  and  there  exists  some  doubt  as  to  whether 
the  Society  is  justified  in  participating  at  both  ses- 
sions. Virginia’s  Delegates  to  AMA  believed  that 
once  a year  would  be  quite  sufficient — preferably  at 
the  annual  session  in  June. 

It  was  then  moved  that  The  Medical  Society  of 
Virginia  participate  in  the  Southeastern  States  Hospi- 
tality Suite  but  once  each  year — preferably  during 
the  annual  meeting  of  the  American  Medical  As- 
sociation.  The  motion  was  seconded  and  carried. 

Adoptions 

Dr.  Parker  reported  that  some  physicians  in  his 
District  had  questioned  Council’s  action  on  Sep- 
tember 1 5 with  reference  to  adoption  procedures. 
Council  had,  at  that  time,  approved  a recommenda- 
tion by  the  Committee  on  Child  Health  that  all  adop- 
tions be  processed  through  accredited  adoption  agen- 
cies. 

The  thought  was  advanced  that  perhaps  certain 
legal  aspects  of  the  matter  should  be  clarified  and  the 
entire  subject  discussed  further  at  a later  date. 

First  Vice-President 

When  Council  met  on  September  15,  it  gave  a 
great  deal  of  consideration  to  the  procedure  followed 
in  nominating  the  Society’s  First  Vice-President. 
Over  the  years  it  had  become  more  or  less  traditional 
for  Chairmen  of  Local  Committees  on  Arrange- 
ments to  be  nominated  for  this  office.  In  recent  years, 
however,  there  has  developed  a feeling  on  the  part 
of  many  that  this  time-honored  procedure  should  be 
reviewed.  Although  the  Chairmen  of  Arrangement 


Committees  have  always  been  able  and  dedicated 
men,  they  often  have  not  had  the  benefit  of  ex- 
perience gained  only  by  serving  on  Council  and  key 
committees. 

Members  of  Council  reported  that  they  had  dis- 
cussed the  matter  with  physicians  in  their  Dis- 
tricts. Many  were  found  to  be  opposed  to  the  present 
custom  and  believed  that  the  Nominating  Committee 
should  have  a free  hand.  There  were  some,  however, 
who  could  see  some  value  in  the  present  procedure — 
since  it  served  to  bring  new  talent  into  Council. 

Dr.  Salley  stressed  the  fact  that  the  present  pro- 
cedure is  based  entirely  on  custom  and  is  not  cov- 
ered in  the  By-laws. 

It  was  then  moved  by  Dr.  Weyl  that  Council  in- 
struct the  Nominating  Committee  to  abolish  the 
custom  of  nominating  the  Chairman  of  the  Local 
Committee  on  Arrangements  for  the  office  of  First 
Vice-President  and  the  Nominating  Committee  em- 
ploy the  same  procedure  used  in  selecting  nominees 
for  other  offices.  The  motion  was  seconded. 

Discussion  brought  forth  the  opinion  that  Coun- 
cil should  not  issue  instructions  to  the  Nominating 
Committee  but  should  only  advise  it  of  its  thoughts 
on  the  subject. 

A substitute  motion  was  then  introduced  which 
would  inform  the  Speaker  of  the  House  that  it  is 
the  sense  of  Council  that  the  present  custom  of 
automatically  nominating  the  Chairman  of  the  Com- 
mittee on  Arrangements  for  the  office  of  First  Vice- 
President  should  be  abolished.  The  substitute  motion 
was  seconded. 

A proposed  amendment  to  the  substitute  motion 
which  would  recommend  that  the  Chairman  of  the 
Committee  on  Arrangements  be  nominated  for  the 
office  of  Second  Vice-President  was  lost  for  want 
of  a second. 

The  substitute  motion  teas  then  adopted.  Dr.  Sal- 
ley requested  that  he  be  recorded  as  having  ab- 
stained. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

House  of  Delegates 

First  Session 

The  House  of  Delegates  of  The  Medical  Society  of 
Virginia  met  in  the  Ballroom  of  Hotel  Roanoke,  Roa- 
noke, on  Sunday,  October  1 3,  1968.  The  meeting 
was  called  to  order  at  2:00  P.M.  by  Dr.  Thomas  W. 
Murrell,  Jr.,  President. 

Following  the  invocation  by  Rabbi  Don  Berlin, 
Dr.  Murrell  introduced  Dr.  W.  Callier  Salley, 
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Speaker  of  the  House.  Dr.  James  P.  Charlton,  Chair- 
man of  the  Credentials  Committee,  then  reported  a 
quorum  present. 

The  minutes  of  the  October,  1967,  sessions  of 
the  House  were  approved  as  published  in  the  De- 
cember, 1967,  issue  of  the  Virginia  Medical 
Monthly. 

Dr.  Salley  next  introduced  Dr.  Murrell,  who  de- 
livered his  Presidential  Address.  Dr.  Murrell  stressed 
the  importance  of  having  the  Society  become  in- 
volved in  the  many  activities  going  on  about  us. 
This  is  especially  important  where  Comprehensive 
Health  Planning  and  other  Federal  and  State  Pro- 
grams are  concerned.  Dr.  Murrell  went  on  to  re- 
view a number  of  major  accomplishments  during  the 
year,  paying  particular  attention  to  the  role  of  the 
Heart-Cancer-Stroke  Committee  in  the  Virginia 
Regional  Medical  Program.  This  Committee  has  been 
designated  the  Projects  Review  Committee  for  the 
Regional  Medical  Program  and  represents  the  kind 
of  "involvement”  which  Dr.  Murrell  believes  so 
vitally  important.  The  President  asked  all  physicians 
to  give  much  thought  to  the  future  of  medicine  in 
our  nation  and  stated  that  there  was  evidence  to  the 
effect  that  physicians  are  beginning  to  realize  the 
importance  of  direct  action  through  personal  par- 
ticipation in  the  various  planning  programs,  etc. 

The  complete  Presidential  Address  will  be  pub- 
lished in  an  early  issue  of  the  Virginia  Medical 
Monthly. 

Dr.  Salley  then  relinquished  the  chair  to  Dr.  Ed- 
wards who  introduced  Mrs.  Daniel  N.  Anderson, 
President  of  the  Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia.  Mrs.  Anderson  reported  on  the 
Auxiliary’s  many  accomplishments  during  the  year. 
Of  particular  interest  to  the  House  was  a progress 
report  on  the  Sally  Tompkins  Chapter  of  the  Aux- 
iliary to  the  Student  AMA.  This  is  the  first  such 
Chapter  in  the  nation. 

Also  recognized  was  Mrs.  Robert  D.  Keeling, 
President-Elect  of  the  Auxiliary. 

Dr.  Edwards  next  introduced  the  following  dele- 
gates from  allied  organizations:  Mr.  Paul  Flanagan, 
Staunton,  President,  Virginia  Hospital  Association; 
Miss  Ruth  V.  Moran,  R.N.,  Charlottesville,  First 
Vice-President,  Virginia  Nurses’  Association;  and 
Mr.  Lon  W.  Keim,  Richmond,  President,  Medical 
College  of  Virginia  Chapter  of  the  Student  American 
Medical  Association.  Mr.  Flanagan  told  of  the  fine 
working  relationship  which  exists  between  The  Med- 
ical Society  of  Virginia  and  Virginia  Hospital  As- 
sociation and  gave  much  of  the  credit  to  joint  meet- 
ings between  representatives  of  the  two  organizations. 


Miss  Moran  expressed  the  hope  that  regional  meet- 
ings between  nurses  and  physicians  could  become  a 
reality.  Mr.  Keim  impressed  the  Delegates  with  a 
report  on  the  many  excellent  programs  sponsored  by 
as  "Medicine  and  Politics”,  his  chapter  of  the  Student 
AMA.  The  programs  covered  such  subjects  as  "The 
Physician  and  The  Military”,  "Medical  Education”, 
“Sex  Education”,  etc. 

Dr.  Kinloch  Nelson,  Dean,  School  of  Medicine, 
Medical  College  of  Virginia,  then  addressed  the 
House  and  explained  the  role  of  the  College  in  the 
new  Virginia  Commonwealth  University.  He  also 
discussed  the  two  bond  issues  on  mental  health  and 
higher  education  and  stressed  the  importance  of  a 
favorable  vote  on  November  5. 

Dr.  John  Hortenstine,  representing  the  Dean’s  of- 
fice of  the  University  of  Virginia  School  of  Medi- 
cine, brought  encouraging  news  that  Dr.  Crispell 
is  expected  to  be  back  in  his  office  some  time  around 
the  first  of  the  year.  Dr.  Hortenstine  also  described 
the  interest  of  the  University  of  Virginia  in  con- 
tinuing education  and  its  efforts  to  develop  a 
productive  program. 

Dr.  Salley  returned  to  the  chair  and  appointed 
chairmen  from  the  Congressional  Districts  for  the 
purpose  of  meeting  with  their  respective  delegations 
and  electing  members  to  serve  on  the  Nominating 
and  Reference  Committees.  He  advised  the  5 th  Dis- 
trict that  it  should  be  prepared  to  submit  three 
nominations  for  appointment  to  the  State  Board  of 
Medical  Examiners.  The  2nd,  4th,  6th,  8th  and  10th 
Districts  were  reminded  that  they  should  select 
nominees  for  Council. 

The  attention  of  the  House  was  called  to  the 
Rules  of  Procedure  which  must  be  approved  at  each 
session.  No  amendments  were  proposed  and  the  Rules 
were  adopted  as  presented. 

Dr.  Walter  A.  Porter,  Chairman  of  the  Finance 
Committee,  reported  on  the  Society’s  financial  status 
and  presented  a proposed  budget  for  fiscal  1968-69. 
The  budget  was  received  and  referred  to  an  ap- 
propriate Reference  Committee. 

The  attention  of  the  House  was  called  to  a re- 
port of  Council  activities  distributed  before  the 
meeting.  The  report  was  referred  to  a Reference 
Committee. 

The  House  then  received  the  various  Committee 
reports  and  Committee  Chairmen  were  invited  to 
present  supplemental  reports  should  they  wish.  All 
reports  were  referred  to  Reference  Committees. 

At  this  point  Dr.  Salley  presented  a report  on  the 
activities  of  the  AMA  House  of  Delegates.  He  dis- 
cussed AMA  Reference  Committee  procedure  and 
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commented  on  that  organization’s  financial  situation 
at  the  present  time. 

New  business  was  next  on  the  agenda  and  Dr.  Mc- 
Causland  requested  permission  to  introduce  a reso- 
lution which,  by  common  consent,  could  be  acted 
upon  without  referral  to  a Reference  Committee.  A 
motion  to  suspend  the  rules  and  grant  Dr.  McCaus- 
land’s  request  was  seconded  and  adopted. 

Dr.  McCausland  then  introduced  the  following 
resolution  which  was  adopted  unanimously: 

Resolved:  that  Dr.  James  L.  Thomson,  Norfolk, 
Virginia,  be  nominated  to  receive  the  award  of 
the  President’s  Committee  For  The  Physically 
Handicapped  and  the  Governor’s  Award  Com- 
mittee as  the  doctor  doing  the  most  toward  the 
employment  of  the  physically  handicapped  in 
Virginia. 

A resolution  was  then  introduced  by  the  Roanoke 
Academy  of  Medicine  delegation  having  to  do  with 
rising  medical  care  costs. 

The  Portsmouth  Academy  of  Medicine  was  spon- 
sor of  a resolution  condemning  Public  Law  19.1- 
46-1.  The  resolution  stated  that  the  Law  counter- 
mands the  “ethical  guidelines  for  transplants”  estab- 
lished by  the  AMA  House  of  Delegates  and  directed 
the  Legislative  Committee  to  seek  ways  and  means 
of  having  it  declared  unconstitutional. 

The  Speaker  advised  the  House  that  it  was  neces- 
sary to  act  immediately  on  two  resolutions  affecting 
the  birthplace  of  Dr.  Walter  Reed.  One  resolution 
would  make  possible  certain  property  line  adjust- 
ments and  the  other  would  authorize  the  transfer  of 
title  to  the  Association  for  the  Preservation  of  Vir- 
ginia Antiquities.  Suspension  of  the  rules  was  ob- 
tained to  make  action  possible. 

Dr.  Raymond  Brown,  Chairman  of  the  Walter 
Reed  Commission,  then  introduced  the  following 
resolution  which  was  adopted: 

Resolved  by  the  House  of  Delegates  of  The  Med- 
ical Society  of  Virginia,  in  meeting  duly  assembled, 
that  the  Council  of  The  Medical  Society  of  Vir- 
ginia is  hereby  authorized  and  empowered  to  take 
whatever  steps  it  may  deem  appropriate  and  proper 
to  effect  a transfer  of  certain  property  in  Ware 
Magisterial  District,  Gloucester  County,  Virginia, 
to  the  heirs-at-law  of  George  D.  Stubbs,  Deceased, 
to  straighten  up  the  lines  of  the  said  property  in 
order  to  comply  with  existing  usage  of  the  prop- 
erty, in  such  manner  as  the  Council  may  deem  to 
be  for  the  best  interest  of  The  Society;  and 

Resolved,  Further,  that  the  President  of  the 


Society  is  hereby  authorized  and  directed  to  exe- 
cute in  the  name  of  the  Society,  by  himself  as 
President,  a good  and  sufficient  deed  of  general 
warranty,  with  the  usual  covenants  of  title,  and 
to  acknowledge  and  deliver  the  same  to  the  heirs- 
at-law  of  George  D.  Stubbs,  Deceased;  and  the 
Secretary  of  the  Society  is  authorized  and  directed 
to  affix  the  corporate  seal  to  the  said  Deed  and 
attest  the  same,  and  to  acknowledge  the  said  deed 
for  recordation;  and 

Resolved,  Further,  that  the  Council  is  hereby 
authorized  and  empowered  to  delegate  to  the  Wal- 
ter Reed  Commission  of  the  Society  the  power  and 
authority  hereby  conferred. 

The  following  resolution  was  also  introduced  by 
Dr.  Brown  and  adopted: 

Resolved  by  the  House  of  Delegates  of  The  Med- 
ical Society  of  Virginia,  in  meeting  duly  as- 
sembled, that  the  Council  of  The  Medical  Society 
of  Virginia  is  hereby  authorized  and  empowered 
to  take  whatever  steps  it  may  deem  appropriate 
and  proper  to  effect  a transfer  of  certain  prop- 
erty in  Ware  Magisterial  District,  Gloucester 
County,  Virginia,  to  the  Association  for  the 
Preservation  of  Virginia  Antiquities,  a non-profit 
organization  operating  under  the  laws  of  the  State 
of  Virginia,  in  such  manner  as  the  Council  may 
deem  to  be  for  the  best  interest  of  The  Society; 
and 

Resolved,  Further,  that  the  President  of  The 
Society  is  hereby  authorized  and  directed  to  exe- 
cute in  the  name  of  The  Society,  by  himself  as 
President,  a good  and  sufficient  deed  of  Special 
Warranty,  and  to  acknowledge  and  deliver  the 
same  to  the  Association  for  the  Preservation  of 
Virginia  Antiquities;  and  the  Secretary  of  The 
Society  is  authorized  and  directed  to  affix  the 
corporate  seal  to  the  said  Deed  and  attest  the 
same,  and  to  acknowledge  the  said  deed  for 
recordation;  and 

Resolved,  Further,  that  the  Council  is  hereby 
authorized  and  empowered  to  delegate  to  the  Wal- 
ter Reed  Commission  of  The  Society  the  power 
and  authority  hereby  conferred. 

Next  to  be  introduced  was  a resolution  calling 
for  a proposed  amendment  to  Article  VII,  Section  4 
of  the  By-laws.  The  proposed  amendment  would 
make  it  possible  for  an  alternate  AMA  delegate  to 
complete  the  term  of  a delegate  who,  for  any  rea- 
son, must  be  replaced. 
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A resolution  calling  for  the  control  of  violence 
was  introduced  by  the  delegation  from  the  Rich- 
mond Academy  of  Medicine. 

The  Richmond  delegation  also  introduced  a reso- 
lution directing  The  Medical  Society  of  Virginia  to 
apply  to  the  Virginia  Comprehensive  Health  Coun- 
cil for  funds  to  study  all  aspects  of  physician  man- 
power in  the  state. 

The  delegation  from  the  Portsmouth  Academy  of 
Medicine  then  introduced  a resolution  supporting 
the  bond  issues  and  directing  The  Medical  Society 
of  Virginia  to  do  everything  possible  to  educate  the 
public  concerning  the  great  need  involved. 

The  Speaker  announced  room  assignments  for 
Reference  Committee  meetings  the  following  after- 
noon and  indicated  that  arrangements  had  been  made 
for  Reference  Committee  reports  to  be  available  not 
later  than  9:00  A.M.  on  the  morning  of  October  15. 

The  Speaker  then  announced  the  nominees  for 
the  Committee  on  Nominations.  The  following  were 
elected: 


1st  District: 
2nd  District: 
3rd  District: 
4th  District: 
5th  District: 
6th  District: 
7th  District: 
8th  District: 
9th  District: 
10th  District: 


K.  K.  Wallace,  Jr.,  M.D. 
Charles  N.  VanHorn,  Jr.,  M.D. 
William  H.  Higgins,  Jr.,  M.D. 
Fletcher  J.  Wright,  Jr.,  M.D. 
William  D.  Lewis,  M.D. 
George  S.  Hurt,  M.D. 

James  R.  Holsinger,  M.D. 

Alvin  E.  Conner,  M.D. 

Joseph  H.  Early,  Jr.,  M.D. 

C.  Barrie  Cook,  M.D. 


The  Committee  on  Nominations  was  requested  to 
meet  with  Dr.  Salley  immediately  following  ad- 
journment in  order  that  a time  and  place  for  its 
meeting  could  be  designated. 

The  House  was  advised  that  its  Second  Session 
would  be  held  in  the  Exhibit  Hall  on  Tuesday,  Oc- 
tober 15,  at  3:30  P.M. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


Second  Session 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  W.  Callier  Salley,  Speaker, 
at  3:30  P.M.  on  Tuesday,  October  1 5,  1968,  in  the 
Exhibit  Hall  of  Hotel  Roanoke.  Following  the  in- 
vocation by  Dr.  Robert  Keeley,  a quorum  was  re- 
ported by  Dr.  James  P.  Charlton,  Chairman  of  the 
Credentials  Committee. 

Dr.  Murrell  was  invited  to  comment  on  remarks 
in  the  Press  attributed  to  Dr.  Richard  H.  Marshak, 


a guest  speaker  of  Monday,  October  14.  Dr.  Mar- 
shak was  quoted  as  saying  that  from  30  to  40  per 
cent  of  operations  being  performed  today  are  un- 
necessary. 

Dr.  Murrell  reported  that  the  following  statement 
had  been  released  to  the  Press  and  would  receive 
maximum  coverage: 

"I  am  unable  to  say  whether  or  not  Dr.  Richard 
H.  Marshak,  aside  from  his  speciality  of  radiology, 
is  qualified  to  speak  with  authority  in  regard  to 
the  practice  of  medicine  in  his  own  area.  His 
critical  remarks,  however,  are  not  applicable  to 
the  State  of  Virginia,  are  completely  unfounded 
and  absolutely  false.” 

Dr.  Salley  then  surrendered  the  chair  to  Dr.  Ed- 
wards who  called  for  the  report  of  the  Committee 
on  Nominations.  Dr.  George  S.  Hurt,  Chairman, 
presented  the  Committee  report  and  the  following 
nominees  were  elected: 

President-Elect:  Dr.  William  Grossmann 

1st  Vice-President:  Dr.  Michael  A.  Puzak 

2nd  Vice-President:  Dr.  Robert  L.  A.  Keeley 

3rd  Vice-President:  Dr.  James  M.  Peery 

Speaker:  Dr.  W.  Callier  Salley 

Vice-Speaker:  Dr.  Thomas  E.  Edwards 

Executive  Secretary-Treasurer:  Robert  I.  Howard 

The  following  nominees  for  Council  were  then 
elected: 

2nd  District:  Dr.  William  S.  Hotchkiss 
4th  District:  Dr.  George  J.  Carroll 
6th  District:  Dr.  John  A.  Martin 
8th  District:  Dr.  William  D.  Liddle,  Jr. 

10th  District:  Dr.  Carl  P.  Parker,  Jr. 

It  was  announced  that  the  following  nominations 
would  be  submitted  to  the  Governor  for  his  con- 
sideration when  appointing  a representative  of  the 
5 th  District  to  the  State  Board  of  Medical  Examin- 
ers: 

Dr.  Walter  C.  Fitzgerald 
Dr.  Baxter  H.  Byerly 
Dr.  Samuel  W.  Adams,  Jr. 

The  House  was  advised  that  the  term  of  Dr.  W. 
Callier  Salley,  as  Delegate  to  the  American  Medical 
Association,  would  expire  on  December  31.  Dr. 
Salley  was  re-elected  by  acclamation. 

The  term  of  Dr.  Richard  E.  Palmer  as  Alternate 
Delegate  to  AMA  also  expires  on  December  31  and 
he,  too,  was  re-elected. 

Dr.  Edwards  then  requested  Dr.  Salley  to  pre- 
sent the  report  of  Reference  Committee  No.  1. 
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REFERENCE  COMMITTEE  No.  1 

The  House  adopted  the  Committee’s  recommenda- 
tion that  the  following  Committee  reports  be  ap- 
proved: Ethics,  Legislative,  Maternal  Health,  Med- 
ical Education,  Cancer,  Conservation  of  Sight, 
Liaison  to  Virginia  Hospital  Association,  Walter 
Reed  Commission,  Insurance,  and  Heart-Cancer- 
Stroke. 

Dr.  Salley  reported  that  very  careful  considera- 
tion had  been  given  the  report  of  Council  and  that 
it  was  the  recommendation  of  the  Committee  that 
Item  10  be  referred  back  to  Council  with  the  re- 
quest that  specific  information  be  provided  the 
House  concerning  the  process  by  which  agencies  con- 
cerned with  adoption  are  accredited  and  how  their 
activities  are  supervised.  This  information  would  be 
incorporated  into  a report  for  presentation  to  the 
House  at  its  next  session.  The  remainder  of  the  re- 
port of  Council  was  recommended  for  approval. 

The  House  adopted  the  Committee’s  recommenda- 
tion. 

Acting  on  the  Committee’s  recommendation,  the 
House  adopted  the  following  resolution  sponsored  by 
the  Roanoke  Academy  of  Medicine  and  having  to  do 
with  the  rising  costs  of  medical  care: 

Whereas:  physicians  in  private  practice  con- 
stantly are  being  unjustly  criticized  through  the 
news  media  regarding  physician  responsibility  in 
the  rising  costs  of  medical  care,  and 

Whereas:  these  statements  and  accusations  al- 
most always  come  from  officials  or  "informed 
spokesmen”  of  the  Federal  Government  presenting 
their  material  in  a biased,  unfair,  and  sometimes 
untrue  form,  and 

Whereas:  the  true  reasons  for  the  increasing 
costs  of  medical  care  are  rarely  presented  in  an 
unbiased  fashion  to  the  public,  therefore  be  it 

Resolved:  that  the  American  Medical  Associa- 
tion promptly  begin  a counter  campaign  to  in- 
form the  public  of  the  true  reasons  for  the  in- 
creasing costs  of  medical  care  using  all  the  re- 
sources available  to  the  Association  for  gathering 
the  facts  and  making  them  public  by  an  intensified 
public  relations  program. 

Dr.  Salley  reported  that  much  thought  had  been 
given  the  resolution  sponsored  by  the  Portsmouth 
Academy  of  Medicine  on  existing  transplant  legis- 
lation. He  stated  that  the  Committee  believed  this 
to  be  a most  serious  situation  but  did  not  feel  it 
could  endorse  the  resolution  because  of  inability  to 


obtain  all  the  facts.  Consequently,  the  Committee 
recommended  that  the  resolution  be  referred  to  the 
President  and  Council  of  The  Medical  Society  of 
Virginia  with  the  request  that  prompt  study  of  this 
question  be  made  and,  should  an  undesirable  situa- 
tion be  confirmed,  remedial  action  taken  as  soon 
as  possible. 

The  Committee’s  recommendation  was  adopted. 

Next  to  be  considered  was  a resolution  sponsored 
by  the  Portsmouth  Academy  of  Medicine  in  support 
of  the  bond  issues  on  mental  health  and  higher  edu- 
cation. The  Committee  stated  that  since  Council  is 
already  on  record  as  approving  both  issues,  it  could 
not  recommend  the  resolution  for  adoption.  It 
further  stated  that  there  seems  to  exist  some  doubt 
as  to  possible  legal  implications  should  the  resolution, 
as  worded,  be  adopted. 

The  Committee’s  recommendation  was  adopted. 

The  report  of  Reference  Committee  No.  1 as  a 
whole  was  then  adopted. 

Dr.  Salley  then  returned  to  the  chair  and  requested 
Dr.  Edwards  to  present  the  report  of  Reference  Com- 
mittee No.  2. 

REFERENCE  COMMITTEE  No.  2 

The  following  Committee  reports  were  adopted 
on  the  recommendation  of  the  Committee:  Executive 
Secretary-Treasurer,  AMA  Delegates,  Publication, 
Child  Health,  Medicine  and  Religion,  Rehabilitation, 
Blue  Shield  Directors,  Mental  Health,  Blue  Shield 
Commission  (including  supplemental  report  by  Dr. 
Hill),  Advisory  to  Department  of  Public  Welfare, 
Judicial,  and  Alcoholism. 

The  Committee  then  recommended  that  the  re- 
port of  the  Special  Committee  on  Constitution  and 
By-laws  be  approved.  The  recommendation  was 
adopted  and  the  Special  Committee  commended  for 
its  work. 

Dr.  Edwards  reported  that  the  Reference  Com- 
mittee urged  Council  and  the  President  of  the  So- 
ciety to  continue  their  efforts  to  revise  and  up-date 
the  Constitution  and  By-laws. 

It  was  the  recommendation  of  the  Committee  that 
the  proposed  amendment  to  Article  VII,  Section  4, 
of  the  By-laws  be  adopted.  This  amendment  would 
delete  from  lines  3 and  4 "delegates  to  the  American 
Medical  Association”,  thereby  permitting  alternate 
AMA  delegates  to  complete  the  terms  of  delegates 
who  must,  for  any  reason,  be  replaced. 

The  proposed  amendment  teas  adopted  and  Article 
VII,  Section  4,  now  reads  as  follows: 
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"The  President  shall  fill  any  vacancy  occurring 
between  annual  sessions  in  the  Council  and  stand- 
ing committees,  and  such  appointments  shall  be 
valid  until  the  end  of  the  next  annual  session, 
except  that  when  the  apportionment  of  delegates 
to  the  American  Medical  Association  is  increased 
the  delegates  and  alternates  selected  to  fill  the  new 
vacancies  shall  assume  office  immediately  after 
their  selection  and  serve  during  that  calendar  year. 
He  shall  appoint  any  necessary  special  committees 
at  the  time  he  takes  office,  or  during  the  year.” 

The  following  resolution  on  the  control  of  vio- 
lence, sponsored  by  the  Richmond  Academy  of  Medi- 
cine, was  adopted  on  the  recommendation  of  the 
Committee: 

Whereas:  it  dignifies  our  work  as  physicians  for 
those  whom  we  heal,  that  we  should  be  enabled  to 
take  part  constructively  in  that  rational  discourse 
which  is  the  basis  of  enlightened  decision  in  our 
democracy,  and 

Whereas:  we  as  physicians  repair  broken  bodies, 
mitigate  pain  and  suffering,  seek  to  save  human 
life,  while  those  who  provoke  violence  and  invite 
injury  tend  to  cause  those  conditions  to  which  we 
are  dedicated  to  remedy,  and 

Whereas:  we  believe  that  the  remedy  should  fit 
the  illness  and  that  violence  and  bloodshed  do  not 
assuage  grievances,  nor  do  they  advance  any 
worthy  cause,  and  do  indeed  not  make  possible 
constructive  planning  and  action. 

Whereas:  we  are  concerned  and  alarmed  at  the 
violence  that  occurs  in  the  streets,  in  private  busi- 
nesses, and  at  public  functions;  therefore,  be  it 

Resolved:  we  the  delegates  to  the  annual  meeting 
of  The  Medical  Society  of  Virginia,  as  responsible 
citizens,  urge  our  fellow  citizens  in  every  walk 
of  life  to  dampen  the  fires  of  anger  so  that  the 
light  of  reflection  and  thought  may  help  us  to 
find  our  way  and  so  that  that  concern,  which 
should  animate  not  only  every  physician  in  the 
care  of  his  patients  but  every  man  in  his  dealings 
with  his  neighbors,  may  compel  us  to  better  re- 
lationships with  one  another,  and  so  that  we  may 
seek  in  good  faith  to  see  and  discuss  together  our 
differences  and  to  do  our  work  through  those  sys- 
tems and  institutions  which  in  the  past  have 
brought  about  the  growth  of  our  country. 

The  report  of  Reference  Committee  No.  2 as  a 
rvhole  was  then  adopted. 


Dr.  Alexander  McCausland  was  introduced  and 
requested  to  present  the  report  of  Reference  Com- 
mittee No.  3. 

REFERENCE  COMMITTEE  No.  3 

The  following  Committee  reports  were  adopted  as 
recommended  by  the  Reference  Committee:  Mem- 
bership, Public  Relations,  Pharmacy,  Osteopathy, 
Nurse  Examiners  and  Organized  Nursing  (including 
a supplemental  report  by  Dr.  Thompson),  Air  Pol- 
lution, Liaison  to  State  Bar,  Dependents’  Medical 
Care,  and  Advisory  to  Woman’s  Auxiliary. 

Dr.  McCausland  advised  the  House  that  it  was 
the  Committee’s  recommendation  that  the  proposed 
budget  for  fiscal  1968 -69  be  adopted.  The  House 
concurred  and  the  budget  follows  in  detail: 


Expenses: 

Salaries  $ 54,400.00 

Telephone  & Telegrams  --  1,750.00 

Postage  2,000.00 

Stationery  and  Supplies 2,400.00 

Office  Equipment — Repairs  & Replacements  900.00 

Building  Maintenance  & Repairs — net 8,745.00 

Convention  Expenses  1,000.00 

Council  and  Committee  Expenses 2,800.00 

Executive  Assistant — Travel  300.00 

Delegates  to  AMA 2,000.00 

President’s  Expense  3,000.00 

Travel  Expense — Executive  Secretary 1,300.00 

Virginia  Medical  Monthly 35,000.00 

Scientific  Exhibits  - 500.00 

Legal  Expense  4,000.00 

Walter  Reed  Commission 2,000.00 

Woman’s  Auxiliary  600.00 

Membership  Dues  (Affiliated  Organizations)  450.00 

Editor — Virginia  Medical  Monthly 1,000.00 

VaMPAC  (Educational  Fund) 12,000.00 

News  and  Views 200.00 

Retirement  Fund  7,750.00 

Payroll  Taxes  2,000.00 

Public  Relations  2,825.00 

Miscellaneous  550.00 

Special  .4  ppro  priations  : 

Virginia  Council  4,000.00 

AMA-ERF  1,000.00 

Rural  Health  500.00 

Scholarship — MCV — (Administered  by  The 

Medical  Society  of  Virginia) 2,000.00 

Scholarship — UVA  School  of  Medicine — 
(Administered  by  The  Medical  Society 

of  Virginia)  2,000.00 

Student  AMA 500.00 

National  Society  for  Medical  Research-  150.00 

Miscellaneous  AMA 600.00 


Totai.  Budget $160,220.00 
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Dr.  McCausland  stated  that,  after  much  discussion 
and  careful  consideration,  it  was  the  Committee’s 
recommendation  that  the  resolution  sponsored  by  the 
Richmond  Academy  of  Medicine  on  a study  of 
physician  manpower  be  adopted.  The  House,  after 
learning  that  the  project  would  he  conducted  and 
supervised  by  The  Medical  Society  of  Virginia,  voted 
its  approval  and  the  resolution  was  adopted  as  fol- 
loivs: 

Whereas:  the  Congress  of  the  United  States 
passed  P.L.  89-749,  the  Comprehensive  Health 
Planning  and  Public  Health  Services  Amendment 
of  1966,  and 

Whereas:  the  Governor  of  Virginia  has  appointed 
the  Virginia  Comprehensive  Health  Planning 
Council  which  has  become  active,  and 

Whereas:  physician  manpower  is  a critical  fac- 
tor in  planning  for  the  delivery  of  health  care 
in  Virginia  for  the  future,  therefore, 

Be  It  Resolved:  that  The  Medical  Society  of  Vir- 
ginia shall  apply  to  the  Virginia  Comprehensive 
Health  Planning  Council  for  funds  to  study  all 
aspects  of  physician  manpower  in  this  State  with 
special  emphasis  to  determine  what  work,  if  any, 
now  being  performed  by  physicians  in  patient  care 
could  be  done  by  others  and  the  training  require- 
ments necessary  to  provide  physician  assistants  ac- 
cording to  proven  need. 

The  report  of  Reference  Committee  No.  3 as  a 
whole  was  then  adopted. 

Dr.  F.  Ashton  Carmines  was  installed  as  President 
in  a brief  ceremony  conducted  by  Dr.  Murrell.  As 
his  first  official  act,  Dr.  Carmines  presented  Dr.  Mur- 
rell with  the  Presidential  Gavel  and  an  accompanying 
Certificate  of  Appreciation. 

Dr.  Cracovaner  then  requested  the  privilege  of 
introducing  a motion  with  the  common  consent  of 
the  House.  Permission  was  granted  and  the  following 
resolution  adopted : 

Be  It  Resolved:  that  this  body  commend  the 
Committee  on  Arrangements  of  the  Roanoke 
Academy  of  Medicine  and  the  Program  Commit- 
tee of  The  Medical  Society  of  Virginia  for  out- 
standing efforts  in  connection  with  this  1968 
Annual  Meeting.  All  those  attending  will  long 
remember  it  as  a most  profitable  and  enjoyable 
experience. 


There  being  no  further  business,  Dr.  Salley  declared 
the  meeting  adjourned. 

Robert  I.  Howard,  Secretary 

The  following  reports,  while  accepted  by 
the  House  of  Delegates,  have  not  been  pre- 
viously published. 

CONSTITUTION  AND  BY-LAWS 

Article  IX,  Section  7 of  the  By-Laws  states  "The 
Judicial  Committee  shall  study  the  Constitution  and 
By-Laws  of  the  Society  and  suggest  necessary  revi- 
sions and  interpret  its  provision  in  case  of  conflict 
or  doubt  as  to  its  specific  meaning.”  Under  this 
authority  and  by  direct  request  of  a former  President, 
Dr.  Wallace,  the  Judicial  Committee  and  a special 
committee  have  been  making  suggestions  about  re- 
vision of  the  Constitution  and  By-Laws  for  the  past 
three  years. 

The  Committee  is  on  record  as  recommending  a 
complete  revision  or  an  extensive  revision  particu- 
larly in  the  subjects  of  ethics,  discipline  and  district- 
ing. Earlier  this  year  the  Chairman  proposed  to  the 
President  that  the  Committee  be  enlarged  to  include 
a representative  from  each  Congressional  District  and 
that  it  have  a budget  sufficient  to  carry  through  a 
project  of  several  years  employing  legal  assistance. 
Legal  aid  would  help  frame  the  new  draft  into  words, 
explore  liaison  with  the  State  Board  of  Medical  Ex- 
aminers, interpret  the  new  draft  with  respect  to 
recent  revisions  of  the  Medical  Practice  Act  and  to 
insure  that  an  individual’s  right  would  not  be  threat- 
ened and  that  the  Society  would  avoid  any  threat  of 
restraint  of  trade.  Council  considered  the  recom- 
mendations and  asked  the  Committee  again  to  list 
the  areas  of  proposed  change  and  the  cost  involved. 
(Paragraph  5,  Minutes  of  Council,  April  28,  1968.) 

The  Charter,  the  Constitution  and  the  By-Laws 
are  the  basic  foundations  upon  which  the  Society 
governs  itself.  Each  of  these  documents  is  peculiar 
to  the  Society  and  should  be  so  structured  as  to  allow 
leeway  for  appropriate  action  yet  provide  rules  which 
spell  out  precisely  the  intent  of  certain  articles.  The 
document  should  not  be  restrictive,  cumbersome, 
repetitive  or  difficult  to  interpret.  It  should  be  flex- 
ible to  allow  adjustment  to  the  rapid  pace  of  modern 
living  and  to  provide  within  it  reasonable  mechanisms 
for  these  adjustments. 

One  need  only  to  read  our  present  documents  to 
appreciate  the  need  for  some  revisions.  Other  changes 
may  need  some  explanations. 
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To  begin  with  the  Charter  Paragraph  5 says  "That 
it  shall  be  lawful  for  the  said  Society  to  hold  under 
any  title  recognized  by  the  laws  of  Virginia,  whether 
coming  to  them  by  purchase,  donation  or  otherwise 
so  much  real  property  exclusive  of  that  mentioned 
in  the  4th  Section  of  this  Act  whereof  the  clear  in- 
come on  an  average  of  ten  years,  shall  not  exceed 
$2,000  per  annum.”  I think  we  have  exceeded  this 
income  from  our  property. 

Merger  of  the  Constitution  and  By-Laws  into  a 
single  document  called  By-Laws  would  provide  more 
flexibility  and  uniformity  in  keeping  the  document 
up  to  date  and  in  governing  our  Society.  For  exam- 
ple, Article  XIII  of  the  Constitution  states  that  to 
amend  a two-thirds  vote  of  the  House  is  needed 
and  it  must  be  ratified  by  a general  meeting  of  the 
Society.  Ratification  hardly  seems  necessary  or  prac- 
tical. Amendments  to  the  By-Laws  do  not  need  rati- 
fication by  the  members  of  the  Society.  Having  all 
the  information  under  one  heading,  By-Laws,  allows 
for  more  orderly  form  with  the  subjects  covered  in 
order  without  having  to  go  back  and  forth  from  one 
document  to  the  other.  Presently  we  have  material 
about  component  societies,  officers,  the  Council,  the 
House,  and  Standing  Committees  listed  in  the  Con- 
stitution and  also  in  the  By-Laws. 

Article  III,  By-Laws,  has  material  discipline  where 
component  societies  must  drop  members  from  the 
rolls  whose  licenses  have  been  revoked  and  an  appeal 
mechanism  is  listed.  This  probably  should  be  de- 
tailed under  ethics  which  is  described  in  Section  6, 
Article  IX.  Article  IV,  General  Meetings,  probably 
could  be  dropped  completely. 

In  Article  V,  "House  of  Delegates”,  there  are  sev- 
eral areas  where  minor  changes  could  be  made.  Sec- 
tion 2 says  that  a component  society  may  elect  one 
delegate  and  one  alternate  from  each  county  and 
each  city  in  its  territorial  area  as  an  alternate  to 
having  a delegate  and  alternate  for  each  thirty-five 
members.  This  probably  should  be  revised.  Section 
3 names  thirty  delegates  from  ten  societies  as  a 
quorum.  This  probably  should  be  larger.  Section 
7 has  to  do  with  election  of  delegates  to  the  Ameri- 
can Medical  Association  and  it  says  those  receiving 
the  highest  number  of  votes  should  be  declared 
elected.  This  probably  should  say  those  receiving  a 
majority  of  the  votes. 

Article  VI,  "Election  of  Officers”,  Section  1 has 
to  do  with  the  Committee  on  Nominations.  Presently 
this  committee  is  not  formed  until  the  first  meeting 
of  the  House  at  the  Annual  Meeting.  A more  dem- 
ocratic way  could  be  to  have  the  Committee  formed 


several  weeks  before  the  meeting  of  the  House  and 
publicized  in  order  that  the  entire  membership  would 
know  their  District  member  and  even  though  they 
could  not  attend  the  Annual  Meeting  they  would  be 
able  to  discuss  candidates  with  him.  Section  6 has 
to  do  with  Councilors  and  says  that  no  Councilor 
who  is  eligible  for  re-election  shall  attend  a meeting 
of  his  District  which  apparently  means  he  is  not 
to  attend  the  meeting  of  Delegates  when  it  will  be 
decided  whether  or  not  to  re-nominate  him.  I don’t 
think  this  rule  has  been  followed  very  often. 

Article  VII,  "Duties  of  Officers”,  Section  8, 
charges  the  1st  Vice  President  to  take  over  the  duties 
of  the  President  in  the  event  of  his  permanent  dis- 
ability, death  or  resignation.  In  recent  years  the  1st 
Vice  President  has  had  no  training  or  exposure  to 
the  management  of  the  Society  at  a high  level,  such 
as  the  Council.  He  could  be  thrust  into  the  respon- 
sibility of  President  without  having  even  a vague 
idea  of  the  background  of  vital  issues.  In  these  days 
of  complex  difficult  problems  that  confront  the  So- 
ciety, this  would  be  most  unfortunate.  A change 
in  this  section  could  be  very  important  to  the  So- 
ciety at  some  future  time. 

Article  VIII,  "Council”,  gives  vast  powers  to  the 
Council  giving  it  "charge  of  the  affairs  of  the  So- 
ciety” when  the  House  is  not  in  session.  Since  the 
House  is  in  session  only  a few  hours  a year  the 
Council  should  be  more  representative  of  the  mem- 
bership. For  example  there  are  as  few  as  one  hun- 
dred thirty  physicians  in  one  District  and  over  seven 
hundred  in  another.  This  ratio  obviously  is  not 
fair  or  democratic.  Section  1 further  states  that  each 
Councilor  representing  a District  must  reside  in  or 
conduct  a major  part  of  his  practice  in  the  District 
he  represents.  This  is  in  conflict  with  the  position 
where  one  could  be  a member  of  a component  so- 
ciety in  one  Congressional  District  yet  the  major 
part  of  his  practice  would  be  in  another  District. 
This  effectively  eliminates  him  from  being  a Coun- 
cilor since  he  would  have  to  represent  a District  that 
does  not  include  his  component  society.  Section  1 
also  defines  the  Executive  Committee  of  the  Council 
and  limits  its  powers  primarily  to  that  of  advisory. 
It  might  be  appropriate  to  study  the  functions  of 
the  Executive  Committee  and  possibly  give  it  more 
power. 

Section  5 says  that  the  Council  shall  be  charged 
with  the  duty  of  organizing  the  whole  State  into 
component  societies.  This  paragraph  probably  is  no 
longer  necessary. 

Section  6 is  no  longer  necessary  which  charges 
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the  Council  to  provide  offices  for  the  Society  head- 
quarters. 

Congressional  Districts  are  drawn  along  political 
lines  and  attempt  to  divide  the  population  of  the 
State  equally.  This  method  does  not  divide  the  phy- 
sician population  equally  and  the  boundary  lines 
frequently  divide  physician  communities  and  their 
local  organizations.  There  is  much  discontent  with 
this  situation  and  many  suggestions  have  reached 
the  Committee  to  form  "Medical  Districts”  in  an 
attempt  to  correct  the  unequal  Council  representa- 
tion and  the  "Artificial”  boundary  lines. 

Article  IX,  "Standing  Committees”,  lists  eleven 
Standing  Committees.  The  Committee  on  Medicare 
and  the  Liaison  Committees  to  the  State  Bar  and 
the  hospital  administrators  probably  should  be  added 
to  insure  continuity  of  effort.  Section  6,  "Ethics”, 
needs  to  be  completely  rewritten  with  attention  to 
the  recent  revisions  of  the  Medical  Practice  Act. 
There  should  be  mechanisms  of  warning,  probation, 
suspension  and  expulsion  depending  on  the  severity 
of  the  misconduct  and  whether  or  not  State  or  Fed- 
eral laws  have  been  violated.  Presently  as  far  as 
discipline  is  concerned  all  the  Ethics  Committee  can 
do  is  recommend  to  the  House  that  a member  be 
expelled  and  the  House  must  agree  by  three-fourths 
majority  to  expel  the  member.  Thus  a convicted 
felon  could  remain  a member  of  the  Society  until 
the  next  Annual  Meeting  of  the  House  of  Delegates 
or  for  as  long  as  eleven  and  one-half  months  and 
even  then  three-fourths  of  the  House  will  have  to 
agree  to  expel  him.  Considerably  more  flexibility  is 
necessary  to  allow  a more  realistic  approach  to  the 
problem  of  ethics  and  discipline.  Better  liaison  along 
well  defined  lines  with  the  State  Board  of  Examiners 
could  be  of  great  benefit  in  this  area. 

This  is  a brief  summary  of  most  of  the  areas 
where  changes  are  believed  needed.  In  order  to  change 
one  sentence  we  must  follow  our  present  Constitu- 
tion and  By-Laws  and  before  any  major  concept  can 
be  changed  we  feel  that  the  support  of  Council  at 
the  meeting  of  the  House  of  Delegates  and  at  the 
meeting  of  the  Reference  Committee  will  be  ab- 
solutely necessary.  Therefore,  it  will  be  necessary  to 
present  all  proposed  changes,  before  a final  draft, 
to  Council  for  their  study.  Obviously  this  program 
will  take  years  of  planning  and  effort  and  it  may 
well  be  too  much  to  ask  of  any  one  committee  chair- 
man or  member.  Here  then  is  another  reason  to  have 
involvement  by  a lawyer  or  a legal  firm  to  provide 
the  guidance  and  continuity  of  effort  that  will  be 
necessary.  There  is  no  way  to  estimate  the  overall 


legal  cost.  A reasonable  method  of  payment  could 
be  on  an  hourly  rate  with  an  annual  budget  that 
would  reflect  how  ambitious  the  Committee  might 
be  during  the  year. 

John  A.  Martin,  M.D.,  Chairman 

Richard  H.  Fisher,  M.D. 

H.  Clark  Bates,  M.D. 

Charles  W.  Whitmore,  M.D. 

Alcoholism 

In  June,  1968,  at  the  University  of  Utah,  a course 
on  the  practical  aspects  of  medical  management  and 
rehabilitation  of  alcoholics  was  given  by  a distin- 
guished quest  faculty,  with  twenty  participants,  one 
of  whom  was  the  Committee  Chairman.  There  was 
an  amazing  coverage  of  this  provocative  field  of 
therapy. 

Many  doctors  treat  alcoholics,  but  treat  only  a 
symptom,  not  recognizing  the  real  problem  the  pa- 
tient has.  Our  attitude  to  chronic  illness  (alcoholism 
a prime  example)  is  a challenge.  The  doctor  wants 
gratification  in  the  fact  of  the  patient  getting  well. 
The  physician  does  not  reject  his  diabetic  or  ulcer 
failure,  but  he  does  tend  to  reject  his  alcoholic 
failure. 

The  medical  profession  is  burdened  with  omni- 
potence, so  that  humility  born  out  of  understanding 
and  appreciation  of  human  suffering  is  hard  to  come 
by;  yet,  there  must  be  understanding  without  con- 
descending, a capacity  to  give  warm  affection,  and 
a capacity  to  interact. 

Our  attitude  is  part  of  the  general  malaise — in 
crime,  in  politics,  in  manners,  in  the  use  of  drugs, 
in  riots,  in  vandalizing  schools  and  churches,  in  the 
senseless  stoning  of  firemen  who  are  trying  to  put 
out  fires,  in  the  senseless  killing  of  strangers  on  the 
streets,  in  the  general  public  attitude  toward  law 
and  order. 

The  alcoholic  drinks  “for  what  it  does  between 
the  ears”,  and  not  for  what  it  does  to  his  belly.  Sed- 
ativism  may  well  be  a better  name.  (Alcohol  is  man’s 
oldest  sedative.)  Amplitude  of  sedation  is  large,  but 
short  of  duration,  while  that  of  agitation  is  small, 
but  of  long  duration.  The  need  for  repetitive  use 
leads  to  dependence. 

Thus,  we  cannot  dismiss  the  subject  or  person 
by  merely  saying  that  an  alcoholic  is  merely  a person 
who  drinks  more  than  his  doctor  does.  Tolerance 
decreases  steadily  with  age.  We  must  try  to  help 
curb  the  social  pressures  for  drinking,  accept  the 
enormity  of  the  problem  of  alcoholism  by  cooperat- 
ing with  all  agencies,  such  as  Alcoholics  Anony- 
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mous,  that  try  to  meet  the  challenge.  We  cannot 
afford  to  tolerate  drunken  behavior.  Alcohol  educa- 
tion should  be  taught  in  schools.  Most  doctors  have 
never  attended  an  AA  meeting,  but  they  glibly  quote 
Sutton’s  Law  (rob  the  bank,  because  that  is  where 
the  money  is).  So  go  ahead — wet  your  feet:  Getting 
to  know  the  patient  is  the  way  to  get  to  liking  to 
treat  alcoholics.  The  name  of  the  game  is  sobriety. 
We  need  more  participants  playing  the  game  from 
the  therapeutic  angle,  rather  than  the  total  lack  of 
concern  now  prevalent. 

William  S.  Sloan,  M.D.,  Chairman 

James  Asa  Shield,  M.D. 

Ebbe  C.  Hoff,  M.D. 

William  F.  Gibbs,  M.D. 

Weir  M.  Tucker,  M.D. 

Heart,  Cancer,  Stroke 

The  Committee  on  Heart,  Cancer,  Stroke  (Re- 
gional Medical  Programs)  has  been  quite  active  dur- 
ing 1968.  Reorganization  of  the  program  in  Virginia 
in  early  1968  gave  our  Committee  the  responsibility 
of  being  a Medical  Advisory  Committee  to  the  over- 
all Governor’s  Advisory  Committee  for  the  Region. 
Your  chairman,  also,  is  a member  of  the  Task  Force 
Committee  which  advises  on  the  scientific  merit  of 
the  various  projects  submitted  for  approval.  Both 
the  President  of  The  Medical  Society  of  Virginia  and 
your  Committee  Chairman  are  members  of  the  Gov- 
ernor’s Advisory  Committee. 

At  quarterly  intervals  your  Committee  has  served 
as  a Projects  Review  Committee  and  has  met  in  all- 
day sessions  on  three  occasions.  Committeemen  from 
the  various  Districts  in  the  State  have  made  impor- 
tant contributions  and  recommendations  to  the  Gov- 
ernor’s Advisory  Committee  as  these  various  pro- 
posed projects  are  reviewed  especially  as  those  projects 
relate  to  the  physicians  and  their  relative  needs 
throughout  the  State. 

In  its  July  meeting  it  became  evident  to  the  Com- 
mittee that  in  order  for  the  Regional  Medical  Pro- 
gram to  meet  its  objectives  and  satisfy  the  needs  of 
the  physicians  in  Virginia  certain  overall  planning 
and  guidelines  had  to  be  established.  The  views  of 
the  Committee  were  expressed  in  a formal  recom- 
mendation to  the  Governor’s  Advisory  Committee. 
Plans  are  being  effected  to  implement  our  recom- 
mendations. 

At  the  present  time  no  operational  grants  have 
been  approved.  A site  visit  to  the  Virginia  Region 
from  representatives  of  the  National  Institutes  of 


Health  is  being  planned  in  late  September  1968  to 
review  at  a local  level  the  various  projects  sub- 
mitted some  six  months  previously. 

Frank  Alton  Wade,  M.D.,  Chairman 

50-Year  Members — 1968 

Horace  Godwin  Ashburn,  M.D. 

Cora  Zetta  Corpening,  M.D. 

Allen  Tupper  Hawthorne,  M.D. 

George  Washington  Oast,  M.D. 

William  Walton  Rixey,  M.D. 

George  Breaker  Setzler,  M.D. 

William  Alexander  Simpson,  M.D. 

James  Ward  Sinclair,  M.D. 

Wallace  Spigel,  M.D. 

William  Wirt  Waddell,  Jr.,  M.D. 

Thomas  Foster  Wheeldon,  M.D. 

Wesley  Leighton  Williams,  M.D. 

Members  Whose  Deaths  Have  Been  Reported  Since 
1967  Annual  Meeting 

Haddon  Christopher  Alexander,  Jr.,  M.D. 

Vincent  William  Archer,  M.D. 

Doris  Cleo  Boatwright,  M.D. 

Micajah  Boland,  M.D. 

Frank  Philip  Coleman,  M.D. 

Joseph  Dorsey  Collins,  M.D. 

Louis  MacFarland  Crews,  M.D. 

John  William  Devine,  M.D. 

James  Corbin  Doughty,  M.D. 

George  Andrew  Duncan,  M.D. 

Cecil  Glen  Finney,  M.D. 

James  Obediah  Fitzgerald,  M.D. 

Earle  Carlton  Gates,  M.D. 

Andrew  Frederick  Giesen,  M.D. 

Charles  Watts  Haden,  M.D. 

Robert  Hale  Harrington,  M.D. 

Halsted  Shipman  Hedges,  M.D. 

John  Walter  Houk,  M.D. 

Charles  Perry  Howze,  M.D. 

Charles  Marsden  Irvin,  M.D. 

Claude  Marshall  Lee,  M.D. 

Robert  Winding  Lee,  M.D. 

Richard  Lehmann,  M.D. 

Carlisle  Sanford  Lentz,  M.D. 

William  Eugene  Lynn,  M.D. 

Cardwell  Camden  Nuckols,  M.D. 

Claude  Alexander  Nunnally,  M.D. 

Wilkins  Jeffress  Ozlin,  M.D. 

Charles  Grandison  Pearson,  M.D. 

William  Thomas  Pugh,  M.D. 

Charles  Warner  Robertson,  M.D. 

Reynold  Clinton  Siersema,  M.D. 

George  Couch  Snead,  M.D. 

Charles  Granville  Souder,  M.D. 

Frank  Ivan  Steele,  M.D. 

Abraham  Isaac  Weinstein,  M.D. 

William  Robert  Weisiger,  M.D. 

Robert  Woodside  Woodhouse,  M.D. 
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Auditor’s  Report 

Officers  and  Councilors 

The  Medical  Society  of  Vircinia 

Richmond,  Virginia 

Gentlemen : 

We  have  examined  the  financial  statements  of  The  Med- 
ical Society  of  Virginia,  Richmond,  Virginia,  for  the  year 
ended  September  30,  1968,  as  listed  in  the  foregoing  table 
of  contents.  With  the  exceptions  noted  in  the  immediately 
following  paragraph,  our  examination  was  made  in  ac- 
cordance with  generally  accepted  auditing  standards  and 
accordingly  included  such  tests  of  the  accounting  records 
and  such  other  auditing  procedures  as  we  considered 
necessary  in  the  circumstances. 

The  accounts  receivable  were  not  confirmed  by  direct 
communication  with  the  debtors;  however,  the  amount  is 
not  material  in  relation  to  the  financial  position  as  a 
whole. 


Building  Fund 

Land  and  buildings — At  cost  (Sched- 
ule 1) $ 112,073.67 

Furniture  and  equipment:  (Schedule  1) 

Estimated  value — October 

1,  1950 $5,353.11 

Cost  of  acquisitions  after 
October  1,  1950 7,701.30 

13,054.41 


$ 125,128.08 


Exhibit  “A” 

Liabilities  and  Surplus 

General  Fund 
Accounts  payable: 

Preparation  of  Medical  Journal — 

September,  1968 $ 3,500.00 

Surplus: 

Available  for  appropriation: 

Balance — September  30,  1968  (Ex- 
hibit “B”) 164,210.29 


$ 167,710.29 


It  is  our  opinion  that  the  Balance  Sheet,  Exhibit  “A”, 
presents  fairly  the  financial  position  of  the  Society  at 
September  30,  1968,  in  accordance  with  generally  accepted 
principles  of  accounting.  The  Statement  of  Income  and 
Expenses,  Exhibit  “C”,  is  prepared  on  the  basis  of  cash 
receipts  and  disbursements. 

Yours  very  truly, 

Mitchell,  Wiggins  & Company 
By  Charles  W.  Anderson 
Certified  Public  A ccountant 


BALANCE  SHEET 
September  30,  1968 

Assets 

General  Fund 

Cash  in  banks $ 163,790.70 

Accounts  receivable: 

Dues  from  members — Esti- 
mated collectible  value — 

1967  dues — 50@  $40.00.  . . $2,000.00 
Advertising — Virginia  Med- 
ical Monthly 1,919.59 

3,919.59 
.$  167,710.29 


Building  Fund 

Surplus  invested  in  tangible  property 

(Exhibit  “B”) '.  $ 125,128.08 

$ 125,128.08 


STATEMENT  OF  SURPLUS 
For  the  Fiscal  Year  Ended.  September  30,  1968 


General  Fund 


Balance — October  1,  1967 

Add: 

Excess  of  income  over  ex- 
penses (Exhibit  “C”)-  • • .< 
Decrease  in  accounts  pay- 
able  


Exhibit  “B” 

$ 168,684.50 


360.87 

89.85 

450.72 


Total 


$ 169,135.22 


Deduct: 

Decrease  in  bond  interest 

adj  ustment $4 , 324 . 00 

Decrease  in  accounts  receiv- 
able  600.93 

4,924.93 


Balance — September  30,  1968  (Exhibit 


“A”) $ 164,210.29 


Building  Fund 

Balance — October  1,  1967 $ 125,128.08 

Changes None 


Balance — September  30,  1968  (Exhibit 
“A”) $ 125,128.08 
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STATEMENT  OF  INCOME  AND  EXPENSES 
For  the  Fiscal  Year  Ended  September  30,  1968 


Exhibit  -‘C’ 


Income 

Membership  dues 

Interest  on  savings  accounts 

Interest  realized  on  matured  bonds. 
History  of  Medicine  in  Virginia. 
American  Medical  Association. 
Virginia  Medical  Monthly: 

Advertising 

Subscriptions — Nonmembers. . 


Actual 


Budget 


32,217.48 

903.60 


Total . 


Expenses 

Salaries 

Telephone  and  telegrams 

Postage 

Stationery  and  supplies 

Office  equipment — Repairs  and  replacements. 
Building  maintenance  and  repairs — Net 

Convention  expense 

Council  and  committee  expense 

Executive  assistant — Travel 

Delegates  to  American  Medical  Association. 

President’s  expense 

Travel  expense 

Preparation  and  distribution  of  medical  journal. 

Scientific  exhibits 

Legal  expense 

Walter  Reed  Commission 

Woman’s  Auxiliary 

Membership  dues — Affiliated  agencies. 

Editor — Virginia  Medical  Monthly 

Special  appropriations: 

Virginia  Council  Health  and  Medical  Care. 
American  Medical  Education  Foundation. . . 
Rural  Health 

Scholarship — Medical  College  of  Virginia. . . 

Scholarship — University  of  Virginia 

Student— American  Medical  Association. . . . 

Other  special  appropriations 

Virginia  Medical  Political  Action  Committee. . 

News  and  Views 

Employees’  retirement  fund 

Payroll  taxes 

Miscellaneous 

Public  relations 


Total I 160,449.82 


Excess  of  Income  Over  Expenses  (Exhibit  “B”)  .$ 
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FINANCIAL  CONDITION 

The  financial  condition  of  the  Society  at  September  30,  1968,  is  shown  in  the  Balance 
Sheet,  Exhibit  “A”,  on  the  accrual  basis  of  accounting.  A comparative  summary  of  the 
financial  condition  at  September  30,  1968,  and  the  two  preceding  years  is  presented  as  follows: 

September  30, 


1968 

1967 

1966 

Assets 

Cash 

.$  163.790  70  $ 151 .549.83 

$ 141,045.54 
3,957.03 
21,968.00 
125,128.08 

Accounts  receivable 

Investments 

Land,  buildings  and  equipment 

3^919.59 

125,128.08 

4,520.52 

16,204.00 

125,128.08 

Totals — All  Funds 

$ 292,838.37  $ 297,402.43 

$ 292,098.65 

Liabilities,  Surplus  and  Fund  Balance 
Liabilities: 

Accounts  payable 

Surplus: 

General  fund 

Fund  balance: 

Building  fund 

$ 3,500.00  $ 3,589.85 

164,210.29  168,684.50 

125,128.08  125,128.08 

$ 2,913.24 

164,057.33 

125,128.08 

Totals — All  Funds 

$ 292,838.37  $ 297,402.43 

$ 292,098.65 

Cash— $163,790.70 

Recorded  cash  receipts  were  accounted  for  by  deposits  in  the  banks  and  disbursements 
were  supported  by  properly  signed  and  endorsed  cancelled  checks.  The  balances  on  deposit 
at  September  30,  1968,  were  verified  by  direct  correspondence  with  the  banks  and  examination 


of  certificates  and  savings  passbooks  on  hand  as  follows: 

First  and  Merchants  National  Bank — Checking  account $ 52,356.13 

Bank  of  Virginia — Savings  account 11,479.41 

Southern  Bank  and  Trust  Company — Savings  account 1,595.49 

Franklin  Federal  Savings  and  Loan  Association — Savings  account  16,341.05 

Richmond  Federal  Savings  and  Loan  Association — Savings  ac- 
count  23,352.56 

First  Federal  Savings  and  Loan  Association — Savings  account  . 11,147.93 

Security  Federal  Savings  and  Loan  Association — Savings  account  11,188.95 
Williamsburg  Savings  and  Loan  Association — Savings  account. . . 10,401.10 

Security  Savings  and  Loan  Association — Certificate  of  Deposit. . 15,928.08 
First  and  Merchants  National  Bank — Certificate  of  Deposit 10,000.00 


Total $ 163,790.70 


Building  Fund  Assets — $125,128.08 

Details  of  the  building  fund  assets  are  shown  in  Schedule  1.  No  indebtedness  against  these 
assets  was  disclosed  by  the  books. 


OPERATIONS 

The  income  and  expenses  for  the  fiscal  year  ended  September  30,  1968,  are  shown  in 
Exhibit  “C”,  prepared  on  the  cash  receipts  and  disbursements  basis.  A summary  of  income 
and  expenses  for  the  current  year  are  compared  with  that  of  the  two  preceding  years  as  follows: 


Fiscal  Year  Ended 


1968 

1967 

1966 

Income 

Membership  dues 

$ 117,354.09 

$ 116,409.61 

$ 113,575.10 

Medical  monthly  publication 

33,121.08 

35,297.60 

27,767.44 

Other  operating  income 

10,335.52 

6,470.20 

3,520.81 

Totals 

$ 160,810.69 

$ 158,177.41 

$ 144,863.35 

Expenses 

160,449.82 

152,353.12 

150,957.28 

Income  in  excess  of  expenses 

$ 5,824.29 

($  6,093.93) 
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BUILDING  FUND  ASSETS 

September  30,  1968 

Schedule  1 

Land  and  Buildings — At  Cost 
4205  Dover  Road,  Windsor 
Farms,  Richmond,  Va.: 

Land $22,706.58 

Office  bui lding 86,161.68 


F urnishings  and  decorations  2 , 205 . 4 1 

— $ 111,073.67 

Walter  Reed  House,  Belroi,  Va 1,000.00 

Total  Land  and  Buildings.  . . $ 112,073.67 


Office  Furniture  and  Equipment 
Estimated  insurable  value  at  October 

1,  1950 $ 5,353.11 


Purchased  subsequent  to  Oc- 
tober 1,  1950: 

Cost  during  fiscal  year 
ended  September  30,  1951  $ 95165 
Cost  during  fiscal  year 
ended  September  30,  1959  6,749.65 

7,701.30 


Total  Office  Furniture  and 
Equipment $ 13,054.41 


Total  Building  Fund  Assets 

(Exhibit  “A”) $ 125,128.08 


IN  GENERAL 

The  bookkeeping  records  were  found  to  have  been 
kept  in  a satisfactory  manner. 

Insurance  in  force  at  September  30,  1968,  determined 
from  policies  on  file,  is  shown  below: 

Fire  and  Extended  Coverage 

Building — Windsor  Farms,  Richmond. 

Va. — 80%  Coinsurance $ 77,000.00 

Office  furniture  and  fixtures — 80%  Co- 

insurance  15 , 000 . 00 

Walter  Reed  House,  Belroi,  Va 2,000.00 

Liability — Owner’s,  Landlord’s  and 
Tenant’s 

Bodily  injury $100,000. 00-S300 ,000 . 00 

Property  damage 25,000.00 

Medical 250.00-  10,000.00 

Auto  Liability — Nonownership 

Bodily  injury $100 , 000 . 00-$300 , 000 . 00 

Property  damage 25,000.00 

Employee  Honesty'  Bonds 

Executive  Secretary-Treasurer.  . $ 5,000.00 

Secretary 5,000.00 

All  Risk — Camera  Floater $ 200.00 

Workmen’s  Compensation Standard 


DRUG  INDUCED  PARKINSON-LIKE 
SYNDROME — Dynes 

( Continued  from  page  75  0) 

ment  with  Phenothiazine  Derivatives.  Lancet 
1:458-460,  1965. 

11.  Kline,  N.  S. : On  the  Rarity  of  "Irreversible” 

Oral  Dyskinesias  Following  Phenothiazines. 
Am.  J.  Psychiat.  Sup.  124:48-54  Feb.  1968. 

12.  Crane,  G.  E.:  A Review  of  the  Clinical  Litera- 

ture on  Halperidol.  Int.  Nat.  J.  Neuropsy- 
chiat.  3,  Sup.  No.  1 S:  1 11-123  Aug.  1967. 

13.  Sourkes,  T.  L.  Poirier,  L.  J.:  Neurochemical 

Bases  of  Tremor  and  Other  Disorders  of 
Movement.  Canadian  M.  Assn.  J.  94:5  3-60 
Jan.  8,  1966. 


14.  Heath,  R.  G.  et  al.:  Schizophrenic  Gamma  G. 

Immunoglobulin  at  Specific  Brain  Sites.  Scien- 
tific Proceedings  224-22  5,  Annual  Meeting 
Am.  Psychiat.  Assn.  May  1968. 

15.  Gottlieb,  J.  S.  et  al.:  A Theory  of  Neuronal  Mal- 

function in  Schizophrenia.  Scientific  Pro- 
ceedings 226-227  Annual  Meeting  Am.  Psy- 
chiat. Assn.  May  1968. 

16.  Yar,  M.  D.,  et  al.:  Dihydroxyphenylalanine 

(Dopa) — Its  Clinical  Effects  in  Parkinsonism. 
Am.  Neurol  Assn.  Annual  Meeting  Program: 
17-18,  June  1968. 

17.  Funkhouser,  James  B.,  Richmond,  Va.,  Personal 

Communication. 

18.  Ford,  H.,  U.  of  Texas,  Medical  Branch,  Galves- 

ton, Texas,  Personal  Communication. 
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Woman’s  Auxiliary 


Southern  Hospitality 

. . . was  exemplified  by  the  Woman’s 
Auxiliary  to  the  Roanoke  Academy  of  Med- 
icine when  they  royally  entertained  the 
Auxiliary  members,  guests,  and  participat- 
ing physicians  in  the  "Star  City”  which  was 
resplendent  in  its  autumn  apparel. 

Experienced 

. . . officers  were  elected  and  installed  at 
the  Forty-Sixth  Annual  Convention  in  Roa- 
noke by  Mrs.  Long,  President  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical 
Association.  The  following  will  serve  as: 
President — Mrs.  Robert  D.  Keeling  of  South 
Hill;  First  Vice  President — Mrs.  William 
Reardon  of  McLean;  Second  Vice  President 
— Mrs.  Carl  Stark  of  Wytheville;  Third 
Vice  President — Mrs.  Reuben  Simms  of 
Richmond;  Recording  Secretary  — Mrs. 
Harold  Williams  of  Newport  News;  Corre- 
sponding Secretary — Mrs.  Donald  Fletcher 
of  Atlantic;  Treasurer — Mrs.  Herbert  Rog- 
ers of  Norfolk;  Directors — Mrs.  Daniel 
Anderson  of  Norfolk;  Mrs.  Ralph  R. 
Landes  of  Danville,  and  Mrs.  A.  Broaddus 
Gravatt,  Jr.  of  Kilmarnock. 

Our  president  has  the  appearance  and 
demeanor  of  a gentle  southern  lady,  but 
when  she  takes  her  gavel  in  hand  she  em- 
anates the  strength,  vitality,  and  purpose 
which  will  lead  us  throughout  this  year. 
Mrs.  Keeling  set  the  pace  when  she  accepted 
the  president’s  pin  and  gave  her  installation 
address  as  follows:  "It  is  with  pleasure  that 
I accept  this  pin  which  has  been  entrusted 
to  me  for  the  coming  year.  The  symbolism 
that  it  carries  gives  me  a great  and  over- 
whelming sense  of  responsibility.  As  I wear 
this  pin,  it  will  serve  as  a reminder  of  the 
responsibility  that  is  placed  upon  me  to  ef- 
fectively serve  you.  Certainly,  a blending 
together  of  purpose,  ideals,  and  actions  are 


requisities,  necessities,  for  obtaining  positive 
and  successful  results  in  our  Auxiliary  ef- 
forts. Our  leaders  of  the  past,  our  past 
presidents,  have  built  a very  firm  founda- 
tion upon  which  this  Auxiliary  stands.  It  has 
been  said  that  in  order  to  lead  a group  of 
ladies  in  any  endeavor  one  must  have  the 
smile  of  a Greek  goddess,  the  diplomacy  of 
Winston  Churchill,  the  speed  of  a super- 
sonic jet,  and  last  but  not  least  a great  love 
of  humanity.  These  ladies,  our  leaders  of  the 
past,  have  set  the  example. 

"Two  months  ago,  a young  doctor’s  wife 
from  Virginia,  not  an  Auxiliary  member 
asked  this  question  of  me,  Just  what  is  the 
purpose  of  the  Woman’s  Auxiliary  to  The 
Medical  Society  of  Virginia?  How  easy  it 
was  for  me  to  answer.  Our  purposes  have 
been  clearly  defined  for  us  in  the  well-con- 
structed handbook.  To  review  our  raison 
d’etre,  our  reason  for  being,  I’ll  quote  from 
this  handbook.  We  are  organized  to  extend 
the  aims  of  the  medical  profession  to  all 
organizations  that  look  to  the  advancement 
of  health  and  health  education.  We  are 
organized  to  cultivate  friendly  relations  and 
mutual  understanding  among  physicians 
families.  We  are  organized  to  participate 
in  any  endeavor  on  the  request  of  The  Med- 
ical Society  of  Virginia. 

"It  is  certainly  evident  that  we  do  have 
organization  for  a purpose.  Thomas  Jeffer- 
son, first  a Virginian  and  then  a founding 
father  of  our  country  said,  Eternal  vigilance 
is  the  price  of  liberty.  These  words  are  as 
meaningful  in  this  our  present  era,  particu- 
larly to  our  group  of  physicians’  wives  as 
when  our  illustrious  forefather  stated  them. 
Alertness  to  the  climate  of  our  time  politi- 
cally, economically,  and  socially,  is  the 
shouldering  of  responsibility  by  every  phy- 
sician’s wife  if  she  is  to  protect  the  high 
ideals  of  her  husband’s  profession.  There  is 
not  a doubt  in  my  mind  that  the  criteria  for 
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a successful  auxiliary  will  be  met  within  our 
group  of  Virginia  Auxiliaries.  When  friends 
are  united  together  in  purpose,  aware  of 
their  responsibilities  and  earnest  in  their  res- 
olutions, there  are  no  limits  to  the  force 
generated! 

"Standing  here  looking  at  this  wonderful 
group,  I am  certain  that  all  of  us  here  real- 
ize the  importance  and  yes,  one  may  say,  the 
urgency  of  supporting  the  goals  and  ideals 
of  the  medical  profession.  We  recognize 
ourselves  as  the  bridge  between  the  medical 
profession  and  the  layman.  With  this  recog- 
nition we  may  work  together  here,  join  to- 
gether in  small  committees,  and  work  at 
the  grass  roots,  the  county  auxiliaries.  In 
this  way,  I believe,  and  in  this  way  only  we 
become  outstanding  ambassadors  for  the 
medical  profession. 

"This  year  within  the  national  structure 
under  the  capable  leadership  of  Mrs.  Long, 
the  chief  point  of  interest  is  emphasis  on 
problems  relating  to  children  and  youth. 
Our  national  chairman  of  Children  and 
Youth,  Mrs.  Paul  E.  Rauschenbach,  has 
written  for  me  to  urge  you  to  strengthen 
the  family  unit.  I urge  you  to  promote  pro- 
grams and  to  take  the  initiative  in  finding 
out  why  Johnny  smokes  dope,  why  some 
young  people  insist  that  the  family  unit  is 
on  the  way  out,  and  when  we  find  some  of 
the  reasons  why,  help  find  ways  to  bring 


Johnny  back  as  a contributing  citizen  in 
this  great  country  of  ours. 

"It  is  with  a keen  feeling  of  friendship 
that  I thank  you  for  electing  me  to  guide 
this  organization  for  one  year.  My  sincere 
efforts,  my  enthusiasms  for  this  auxiliary, 
and  my  dedication  to  the  purposes,  ideals, 
and  goals  of  the  Auxiliary  to  The  Medical 
Society  of  Virginia  are  given  to  you.  Thank 

yy 

you. 

Alexandria 

The  Auxiliary  to  the  Alexandria  Medical 
Society  hostessed  a Tri-County  Cocktail 
Buffet  on  October  5 th  at  the  Belle  Haven 
Country  Club  in  Alexandria.  Members  and 
husbands  of  the  Arlington  and  Fairfax  Aux- 
iliaries were  invited  guests.  A welcoming 
brunch  for  current  and  prospective  members 
was  the  first  social  function  of  the  season, 
held  September  10th  at  the  home  of  Mrs. 
Robert  Bregman.  October  8th  marked  the 
date  of  a private  tour  of  the  Corcoran  Gal- 
lery of  Art,  Washington,  preceded  by  a short 
luncheon  meeting.  Future  gatherings  include 
a discussion  of  drug  abuse  among  teenagers, 
the  annual  tri-county  benefit  fashion  show, 
and  the  continuing  19-year-old  Shoe  Center 
Project,  which  provides  shoes  at  nominal 
cost  for  needy  Alexandria  youngsters. 

President  of  this  Auxiliary  for  1968-69  is 
Mrs.  C.  Albert  Hudson. 
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Editorial — 


Famous  Races,  Rides  and  Riders— Fact  and  Fiction 


(A  quadripartite  account  that  will,  in  its  last  two  installments, 
feature  Virginia’s  most  famous  rider) 

The  race  is  not  to  the  swift  nor  the  battle  to  the  strong — Ecclesiastes  IX,  2. 

("But,”  observed  Franklin  P.  Adams  in  'THE  CONNING  TOWER,’ 

"the  betting  is  best  that  way.”) 

PART  I 

lyrow  THAT  CIVILIZATION  HAS  ADVANCED  to  the  thresh- 

^ old  of  interplanetary  travel  and  a preponderance  of  attention  is 
being  focused  upon  jet  and  rocket  propulsion  and  space  ships — all  travel- 
ing at  rates  exceeding  that  of  sound — it  might  be  not  only  refreshing  but 
respectful  to  pause  and  look  back  to  the  days  of  travel  by  horse  and  to  re- 
call some  of  the  famous  rides  of  both  fact  and  fiction. 

Travel  by  horse  holds  a special  appeal  for  this  commentator,  as  it  un- 
doubtedly does  for  the  medical  members  of  his  generation  who  find  them- 
selves slipping  into  reveries  of  "the  good  old  days”  when  doctors  relied 
upon  horses  and  buggies  or  horses  without  buggies  to  convey  them  on 
their  missions  of  service  to  humanity. 

History  books  indicate  that  civilization  began  something  over  6,000 
years  ago  in  the  valley  of  the  Tigris  and  Euphrates  Rivers  and  in  the  Nile 
River  valley.  It  is  indeed  appalling  to  contemplate  all  that  has  transpired 
during  the  intervening  years.  There  has  been  a bewildering  pageant  of 
events,  of  great  achievements,  great  races  of  mankind,  great  nations  and 
great  individual  men  and  women. 

Some  students  may  prefer  to  trace  the  progress  of  the  races — the 
Mongolian,  the  Ethiopian,  the  Caucasian — each  with  its  subdivisions  or 
branches.  Others  may  be  disposed  to  divide  time  into  periods,  such  as 
from  the  creation  to  the  flood,  from  the  flood  to  the  Egyptian  bondage, 
from  the  Egyptian  bondage  to  the  Renaissance,  from  the  Renaissance  to 
the  present  day.  Various  and  sundry  are  the  milestones  that  could  be 
chosen.  Still  others  like  to  consider  the  rise  and  fall  of  nations  or  empires 
— the  Hittite,  the  Mongol,  the  Greek,  the  Roman,  the  Ottoman,  the 
Spanish,  on  down  to  those  currently  prominent. 

To  a majority  of  students,  however,  history  becomes  most  interesting 
when  studied  in  the  light  of  great  people — great  individuals  and  what 
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they  have  done.  Beginning  with  Adam  and  going  on  to  Noah,  Abraham, 
Isaac,  Jacob,  Saul,  David  and  Solomon,  and  continuing  through  Moses, 
Joshua,  the  great  phophets,  to  Alexander  the  Great,  the  Caesars,  Christ, 
Peter,  Paul,  St.  John,  Martin  Luther  and  on  to  the  more  modern  indi- 
viduals of  destiny,  there  can  be  found  countless  men  and  a great  many 
women  whose  lives  on  this  earth  have  left  an  indelible  mark — men  and 
women  whose  names,  never-to-be-forgotten,  are  synonymous  with  the 
word  progress.  Yet  these  well  known  heroes  and  heroines  are  com- 
paratively few  when  contrasted  with  the  billions  who  have  been  born 
and  have  lived  and  have  died  unknown — those  who  have  comprised  that 
element  of  humanity  to  which  Gray  referred  in  the  14th  stanza  of  his 
Elegy.  Here,  seemingly,  at  least,  have  been  many  "gems  of  purest  ray 
serene”,  and  many  "flowers  born  to  blush  unseen”. 

To  the  student  of  uncommon  imagination — to  the  romanticist — these 
unknown,  unsung  individuals  are  a source  of  unending  interest.  It  was 
they  who  have  forged  the  myriad  and  mighty  links  in  the  chain  of 
eternity.  They  were  important — necessary  in  their  own  ways. 

When  Cassius  persuades  Brutus  that  Caesar  must  be  destroyed  for  the 
good  of  all,  he  says: 

"Why  man  he  doth  bestride  the  narrow  world 
Like  a colossus,  and  we  petty  men 
Walk  under  his  legs  and  peep  about 
To  find  ourselves  dishonorable  graves. 

Men  at  sometimes  are  masters  of  their  fates; 

The  fault,  dear  Brutus,  is  not  in  our  stars 
But  in  ourselves  that  we  are  underlings.” 

This  is  true  only  in  a limited  sense.  "At  sometimes”  is  a key  and 
perspicacious  qualification.  Whether  one’s  name  comes  to  belong  to  the 
ages  has,  in  the  main,  depended  upon  time  and  circumstance.  Countless 
have  been  and  continue  to  be  heroes,  both  potential  and  actual,  deserving 
of  the  highest  of  awards,  but  who  will  remain  known  only  to  God. 
There  are,  on  the  other  hand,  many  minions  of  old  known  to  us  today 
because  they  happened  to  be  in  a certain  place  at  a certain  time.  Many 
have  been  immortalized  because  inspired  writers  found  them  and  their 
contributions — great  or  small — to  posterity  to  be  interesting  subjects  for 
epics  and  sonnets  and  ballads  and  songs  and  stories.  In  retrospect  it  is 
engaging  to  note  how  many  remote  persons  have  become  famous  through 
authors  and  how  often  these  authors  have  chosen  a ride,  particularly  a 
horseback  ride  for  their  theme. 
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A FOOT  RACE 


May  we,  however,  as  a prelude  to  dealing  with  horseback  rides,  lead 
off  with  a foot  race.  That  of  Phidippides  would  appear  to  be  pat  to  the 
point:  Four  hundred  and  ninety  years  before  Christ,  a crucial  battle  was 
fought  on  the  plain  of  Marathon — a battle  in  which  the  Athenians  faced 
the  Persians,  with  little  hope  of  victory.  When  the  Persians  were  about  to 
arrive,  the  famous  Athenian  leader,  Miltiades,  knowing  the  weakness  of 
the  Athenians,  dispatched  the  runner,  Phidippides  to  Sparta  to  ask  for 
aid.  It  took  this  runner  two  days  and  two  nights  to  cover  the  150-mile 
distance  between  Marathon  and  Sparta.  The  Spartans  refused  aid  and 
used  as  their  excuse  the  fact  that  the  moon  was  not  full.  Therefore  they 
could  not  fight  because  of  an  old  precept  that  held,  "No  warfare,  what- 
ever the  odds,  will  culminate  in  your  favor  so  long  as  the  moon,  half 
orbed,  is  unable  to  take  its  turn  in  the  sky.”  The  runner  started  on  his 
way  back  to  Athens  and  encountered  the  god,  Pan  (the  son  of  Mercury 
and  Penelope  and,  by  reason  of  his  powerful  voice,  source  of  the  word, 
"panic”)  who  promised  the  Athenians  victory  if  they  would  accord  him 
praise  for  his  help.  Phidippides,  in  all  the  haste  he  could  muster,  bore 
the  glad  tidings  to  the  great  Miltiades  and  the  Athenians  were  so  buoyed 
up  by  this  promise  of  Pan  that  they  put  the  Persian  hordes  completely 
to  rout. 

Phidippides  had  been  promised  freedom  after  the  battle  and  permission 
to  go  and  marry  the  girl  of  his  choice.  So  great  was  the  rejoicing  after 
the  victory,  however,  and  so  anxious  was  Miltiades  to  get  the  news  to 
Athens  as  soon  as  possible  that  he  again  called  upon  his  swiftest  runner, 
Phidippides,  to  run  one  more  race.  He  ran  the  26  miles  to  Athens  shout- 
ing, "Athens  is  saved,  thank  Pan;  rejoice!  we  conquer.”  Destiny  decreed 
that  to  be  his  last  race,  for  at  its  end,  as  he  heralded  the  victory,  he  died. 

Today,  we  have  as  a major  sporting  event,  the  Marathon  Race,  so- 
called  in  honor  of  Phidippides,  the  swiftest  runner  in  ancient  Athens. 
Robert  Browning  has  made  him  immortal  in  the  poem  that  bears  his  name. 

HORSEBACK  RIDES 

About  the  middle  of  the  11th  century  (1057),  according  to  the  story 
that  has  come  down  to  us  (how  much  of  it  is  fact  and  how  much  fiction 
is  anybody’s  guess) , there  lived  in  England  an  Earl  with  his  beautiful 
wife,  the  Lady  Godivia.  The  Earl  is  alleged  to  have  been  unjust  and  cruel 
to  his  subjects,  imposing  such  heavy  taxes  upon  them  that  they  would 
have  to  starve  themselves  to  meet  his  demands.  The  Lady’s  heart  was  as 
kind  as  her  body  was  beautiful  and  she  again  and  again  besought  her 
husband  to  have  mercy  on  the  poor.  He  persistently  refused  and  finally 
in  exasperation  asked  if  she  would  be  willing  to  do  without  all  of  the 
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finery  he  was,  by  reason  of  the  money  he  made  through  taxes,  able  to 
buy  for  her,  and  if,  provided  he  lifted  the  burden  of  taxes,  she  would  be 
willing  to  ride  naked  through  the  streets  of  Coventry.  Her  reply  was 
that  she  would.  It  may  be  assumed  that  the  Earl  was  not  aware  that  an  in- 
herent proneness  to  exhibitionism  is  a trait  common  to  all  women  and 
the  degree  of  this  proneness  is  almost  invariably  commensurate  with  their 
comeliness.  (This  point  was  never  more  cogently  made  than  by  Henry 
Fielding  in  his  description  of  Miss  Bridget  Allworthy — Book  I,  Chapter  2, 
of  Tom  Jones).  In  any  event,  when  the  news  of  the  proposed  ride  was 
publicized,  the  citizens  were  so  filled  with  their  admiration  for  her  dar- 
ing and  were  so  grateful  for  her  concern  over  their  welfare  that  orders 
were  issued  forbidding  anyone  to  show  his  face  on  the  street  during  her 
ride  and  requiring  that  all  shutters  and  doors  be  barred.  Lady  Godiva 
rode  forth,  her  beautiful  flowing  hair  covering  her  to  her  knees.  Not  a 
person  was  in  sight,  not  a shutter  was  opened,  and  the  Lady  returned  to 
her  bower  in  safety.  Her  people  were  relieved  and  her  good  name  was  un- 
sullied. It  is  said  that  only  one  man,  a tailor  whose  first  name  was  Tom, 
could  not  resist  the  urge  to  see  a solid  white  horse,  so  he  bored  a small 
auger  hole  and  was  about  to  peep  upon  the  scene  when  he  was  struck 
blind.  Hence  to  this  day  the  term,  "Peeping  Tom”.  At  any  rate, — fact 
or  fiction — Alfred  Lord  Tennyson  in  his  poem,  Godiva,  has  seen  to  it 
that  she  shall  not  be  forgotten. 

The  ride  of  Jerry  Cruncher,  an  employee  of  Tellison’s  Bank  in  Lon- 
don, to  overtake  the  coach  bearing  Mr.  Jarvis  Lorry,  an  official  of  that 
bank,  bound  for  Dover  and  Paris,  on  a rainy  Friday  night  late  in  No- 
vember, 1775,  having  been  created  in  the  great  and  imaginative  mind  of 
Charles  Dickens,  was,  of  course,  pure  fiction,  but,  as  related  by  Dickens 
early  in,  A Tale  of  Two  Cities,  it  was  by  no  means  a puny  ride. 

Contrariwise,  there  was  nothing  fictitious  or  puny  about  a ride  that 
occurred  in  early  July  of  the  following  year  (1776)  and  one  to  which 
the  scant  notice  accorded  it  by  history  falls  far  short  of  befitting  its 
importance.  Reference  is  made  to  a ride  during  which  or  for  the  consum- 
mation of  which  Caesar  Rodney,  one  of  three  Delaware  Delegates  to  the 
Congress  assembled  in  Philadelphia  for  the  purpose  of  deliberating  upon 
a Declaration  of  American  Independence,  urged  two  horses  to  travel  80 
miles  from  Dover  to  Philadelphia,  in  1 1 hours,  through  a driving  rain, 
over  a muddy  road,  to  the  end  that  he  might  cast  the  deciding  vote  favor- 
ing the  adoption  of  the  Declaration  as  drafted  by  Thomas  Jefferson. 

Not  to  overlook  an  opportunity  to  add  a dash  of  medical  coloring  to 
this  narrative,  let  the  record  accordingly  show  that  at  the  time  of  his 
momentous  ride,  Caesar  Rodney  was  "dragging  a ball  and  chain”  in  the 
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form  of  a basal  cell  carcinoma  that  had  eaten  away  a sizable  area  of  his 
face  and  part  of  his  nose. 

In  1809,  Napoleon  stood  upon  a mound  about  a mile  from  Ratisbon, 
an  ancient  city  in  Barvaria  (now  Regensburg).  He  was  wrapped  in 
gloomy  thoughts.  Events  had  been  going  badly  for  him  and  even  then 
his  troops  were  besieging  a city  he  doubted  their  ability  to  take.  If  they 
failed  his  power  would  be  broken.  Far  against  the  horizon  there  appeared 
a figure  on  horseback  galloping  toward  him.  On  it  came  until  the  mound 
was  reached.  A soldier,  hardly  more  than  a boy,  leaped  to  the  ground 
and  holding  himself  erect  by  his  horse’s  mane  cried,  "nous  vous  avon 
Ratisbon!” — "we’ve  got  you  Ratisbon!” — Napoleon’s  eyes  flashed  tri- 
umphantly then  clouded,  over,  for  he  saw  the  boy  was  severely  wounded. 
"You’re  wounded!”  he  exclaimed.  "No,”  said  the  soldier  with  quick 
pride,  "I’m  killed,  Sire,”  and  smiling,  fell  dead  beside  his  chief.  This 
story  is  found  in  Robert  Browning’s  Incident  of  the  French  Camp. 

The  archives  of  history  and  of  literature  contain  many  high-flown 
statements  of  famous  people — some  because  of  their  rhetorical  beauty — 
some  because  of  their  cogency,  their  profundity,  their  philosophy,  their 
grandiloquence;  but,  for  simplicity,  pathos  incident  to  the  circum- 
stances attendant  upon  their  utterance,  and  for  human  appeal,  the  state- 
ments, "we’ve  got  you  Ratisbon”  and  "no,  I’m  killed,  Sire,”  belong  high 
on  the  list  of  famous  words — whether  last  or  otherwise. 

H.  Lamont  Pugh,  M.D. 

and  Pass  the  Ammunition!” 

TT  ALL  BEGAN  LAST  SPRING,  out  on  the  West  Coast,  where  the 

humidity  was  high  and  the  weather  was  as  hot  as  a three  dollar  pistol. 
The  June  24  issue  of  The  AM  A News  carried  a letter  to  the  Editor  by 
Dr.  Henry  M.  Weber  of  La  Quinta,  California,  who  took  to  task  the 
medical  profession  in  general,  and  the  AMA  in  particular,  for  not  ad- 
vocating drastic  gun  legislation.  It  seems  that  Dr.  Weber,  who  is  now 
retired,  served  in  the  Armed  Forces  and  has  seen  lots  of  gun  shot  wounds 
since  his  graduation  from  Jefferson  Medical  School  in  1924,  and  the  more 
he  has  seen  of  them  the  more  prejudiced  he  has  become. 

For  three  weeks  nothing  happened  but  this  was  just  the  hush  before 
the  battle.  Suddenly  a fusillade  of  letters  burst  forth  and  zeroed  in  on 
Dr.  Weber,  bracketing  him  and  all  his  arguments  about  gun  control. 
These  epistles  appeared  on  the  editorial  pages  of  The  AMA  News,  in  a 
column  aptly  captioned,  "Our  Readers  Express  Themselves”.  Never  was 
an  injunction  followed  closer.  Their  letters,  though,  brought  more  fire 
power  than  light  to  the  subject.  As  the  smoke  gradually  cleared  it  be- 
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came  apparent  that  most  physicians  west  of  the  Mississippi  have  an  abid- 
ing affection  for  their  shooting  irons  and  have  no  intention  of  giving 
them  up.  A few  hardy  souls  tried  to  come  to  the  doughty  doctor’s  aid, 
or  at  least  attempted  to  cover  him  as  he  fell  back  to  less  exposed  posi- 
tions, but  his  defenders  too  were  caught  in  the  cross-fire  and  wisely 
dropped  out  of  the  lopsided  contest. 

Just  as  the  battle  reached  its  climax  The  AM  A News  incautiously  ran 
a little  sleeper  as  a filler  on  the  front  page  of  the  September  2 issue,  which 
simply  stated  "Ban  on  gun  sales  by  mail  favored  by  47%  of  physicians 
responding  to  poll  sponsored  by  Marion  Laboratories.  Poll  also  shows 
46%  of  responding  MDs  support  compulsory  federal  registration  of  all 
guns.”  It  was  as  simple  as  that,  but  the  editor  didn’t  know  it  was  loaded. 

No  sooner  was  this  target  sighted  by  Dr.  Valentine  A.  Hoffmann,  an 
internist  in  New  York,  than  he  drew  a bead  and  delivered  a broadside 
that  fairly  rolled  the  Good  Ship  AM  A News  over  on  its  beam-ends. 
Among  other  things  he  pointed  out  "I  . . . don’t  believe  such  issues  should 
be  the  business  of  The  AM  A Neivs.  However  if  you  are  unable  to  sup- 
press the  urge  to  enter  such  items  it  would  be  straight-forward  to  report 
the  majority  view  (which  would  read)  'Ban  on  gun  sales  by  mail  opposed 
by  53%  of  physicians  responding  to  poll  sponsored  by  Marion  Labora- 
tories. Poll  also  showed  54%  of  responding  MDs  oppose  compulsory  fed- 
eral registration  of  all  guns.’  Of  all  organizations  to  be  leery  of  federal 
regimentation,  the  AMA  should  be  quite  sensitive.” 

When  The  AMA  Neivs  had  righted  itself  and  backed  off  into  shallow 
water,  just  as  the  Monitor  did  in  1862,  the  editor  'lowed  as  how  he  hadn’t 
meant  any  harm.  In  fact  his  reply  to  Dr.  Hofmann  (whose  last  name 
was  misspelled  two  different  ways  by  him  in  the  commotion)  concluded 
by  saying  "while  we  believe  it  was  a legitimate  news  item  we  concede 
Dr.  Hoffman  (sic)  has  a point  about  the  interpretation.”  Meanwhile 
this  exchange  triggered  a new  advance  by  the  anti-legislation  troops  and 
as  this  issue  of  the  Virginia  Medical  Monthly  goes  to  press,  sporadic  fir- 
ing continues  on  the  pages  of  the  news. 

Great  guns!  Don’t  we  have  enough  battles  of  our  own  not  to  divide 
our  forces,  scatter  our  shots  and  waste  our  ammunition  on  fellow  physi- 
cians? Now  is  the  time  to  close  our  ranks,  gird  up  our  loins,  advance  on 
the  common  foe  and  above  all  we  must  keep  our  powder  dry.  And  if  any 
of  our  readers  has  the  desire  to  write  about  the  pros  or  cons  of  gun  legis- 
lation, we  know  just  where  the  letters  should  be  sent — not  to  Richmond, 
certainly — but  to  Chicago,  where  The  AMA  News  is  located,  for  they 
are  used  to  gun  smoke  and  know  just  how  to  deal  with  such  matters. 

H.J.W. 
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News 


Calendar  of  Events 

Head  and  Neck  Anatomy — The  Alton  D.  Brashear  Post  Graduate  Course — -Med- 
ical College  of  Virginia — January  28-31,  1969. 

Psychiatry  in  Medical  Practice — The  Stoneburner  Lecture  Series — Medical  Col- 
lege of  Virginia — February  20-21,  1969. 

Annual  Medical  and  Surgical  Symposium  of  Watts  Hospital — Durham, 
North  Carolina — February  21-22,  1969. 

Virginia  Chapter,  American  Academy  of  Pediatrics  and  the  Virginia  Pe- 
diatric Society — Annual  Meeting — Key  Bridge  Marriott  Motor  Hotel — Ar- 
lington— February  21-22,  1969. 

Practical  Radiology  of  the  Skull,  Spine  and  Central  Nervous  System — 
Sponsored  by  Department  of  Radiology,  Medical  College  of  Virginia — Williams- 
burg— March  4-8,  1969. 

National  Conference  on  Rural  Health — Sponsored  bv  American  Medical  As- 
sociation—Philadelphia  Marriott  Hotel— Philadelphia,  Pennsylvania — March  21- 
22,  1969. 

Annual  Post  Graduate  Day — Roanoke  Memorial  Hospital — Roanoke — March 
27-28,  1969. 


New  Members. 

The  following  members  were  received 
into  The  Medical  Society  of  Virginia  during 
the  month  of  October: 

Leandro  Michael  Area,  M.D.,  Arlington 
Wyatt  Sanford  Beazley,  III,  M.D., 
Richmond 

Bob  Watson  Brawley,  M.D.,  Richmond 
Owen  Wingfield  Brodie,  M.D.,  Richmond 
Gilbert  Hamilton  Bryson,  M.D., 
Richmond 

Russell  Herman  Carter,  M.D.,  Norfolk 
Charles  Stitt  Drummond,  Jr.,  M.D., 
Richmond 

Benjamin  Prescott  Edmunds,  Jr.,  M.D., 
Lynchburg 

Jerry  Harvey  Greenhoot,  M.D., 
Richmond 


James  Stewart  Gregory,  M.D.,  Richmond 
Talmadge  Rudolph  Howell,  M.D., 
Richmond 

Barbara  Alvina  Mella,  M.D.,  Springfield 
Luiz  Eugenio  Giesbrecht  Mineiro,  M.D., 
Covington 

Stanton  Peelle  Nolan,  M.D., 
Charlottesville 

William  Duncan  Payne,  M.D.,  Norfolk 
Alfredo  Hernandez  Redo,  M.D.,  Fairfax 
Elmer  Walter  Rice,  M.D.,  Woodstock 
Joel  Howard  Schiffman,  M.D., 
Alexandria 

Mathew  Norris  Smith,  M.D.,  Arlington 
Albert  Spiegel,  M.D.,  Fairfax 
Connell  James  Trimber,  M.D., 
Alexandria 

Harold  Baer  Zimmerman,  M.D., 
Arlington 
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It  Was  a Fine  Meeting! 

As  usual  in  Roanoke,  the  annual  meeting 
of  The  Medical  Society  of  Virginia,  October 
13-16,  was  a good  one,  with  a registered 
attendance  of  883,  including  5 33  doctors, 
173  ladies,  18  guests  and  139  exhibitors. 

Dr.  F.  Ashton  Carmines,  Newport  News, 
succeeded  Dr.  Thomas  W.  Murrell,  Jr., 
Richmond,  to  the  presidency,  and  Dr.  Wil- 
liam Grossmann,  Petersburg,  was  named 
president-elect.  Other  officers  are:  vice- 
presidents,  Dr.  Michael  A.  Puzak,  Arling- 
ton, Dr.  Robert  L.  A.  Keeley,  Roanoke,  and 
Dr.  James  M.  Peery,  Cedar  Bluff;  executive 
secretary-treasurer,  Robert  I.  Howard, 
Richmond;  Speaker  of  the  House,  Dr.  W. 
Callier  Salley,  Roanoke;  and  vice-speaker, 
Dr.  Thomas  S.  Edwards,  Charlottesville. 
Councilors  are:  1st  district — Dr.  Raymond 
S.  Brown,  Gloucester;  2nd  district — Dr. 
William  S.  Hotchkiss,  Norfolk;  3rd  district 
— Dr.  William  R.  Hill,  Richmond;  4th  Dis- 
trict— Dr.  George  J.  Carroll,  Suffolk;  5th 
district — Dr.  F.  H.  McGovern;  6th  district 
— Dr.  John  A.  Martin,  Roanoke;  7th  dis- 
trict— Dr.  James  C.  Respess,  Charlottes- 
ville; 8th  district — Dr.  W.  D.  Liddle,  Fred- 
ericksburg; 9th  district — Dr.  Carl  E.  Stark, 
Wytheville;  and  10th  district — Dr.  Carl  P. 
Parker,  Jr.,  Falls  Church.  Those  from  the 
even  numbered  districts  were  elected  or  re- 
elected this  year,  the  odd  numbered  districts 
holding  over  for  another  year.  Dr.  W.  Cal- 
lier Salley,  Norfolk,  was  re-elected  delegate 
to  the  American  Medical  Association,  with 
Dr.  W.  Linwood  Ball,  Richmond,  and  Dr. 
Allen  Barker,  Roanoke,  holding  over.  Dr. 
Richard  E.  Palmer,  Alexandria,  was  re- 
elected alternate-delegate  with  Dr.  Alex- 
ander McCausland,  Roanoke,  and  Dr. 
Russell  Buxton,  Newport  News,  holding 
over. 

Dr.  J.  D.  Hagood,  Clover,  was  the  re- 
cipient of  the  Community  Service  Award 
presented  by  A.  H.  Robins  Company. 

The  next  annual  meeting  of  the  Society 
will  be  held  at  Virginia  Beach,  October  16- 


19,  1969.  It  is  not  too  early  to  begin  making 
plans  to  attend! 

Roanoke  Academy  of  Medicine. 

Dr.  Peter  A.  Wallenborn,  Jr.,  has  been 
installed  as  president  of  the  Academy,  suc- 
ceeding Dr.  John  A.  Martin.  Dr.  Robert 
L.  A.  Keeley  has  been  named  president- 
elect. Dr.  Walter  S.  Johnson  is  vice-presi- 
dent and  Dr.  Reuben  D.  Knopf,  secretary- 
treasurer. 

The  Northern  Neck  Medical  Association 

Held  its  fall  meeting  at  the  Tides  Inn, 
October  24th.  The  scientific  program  in- 
cluded papers  in  ophthalmology  by  Dr. 
Frank  Weinstock,  Ohio  State  University, 
and  Drs.  Keith  McNeer  and  Thomas  Strat- 
ford, both  of  Richmond. 

Dr.  J.  Motley  Booker  was  installed  as 
president;  Dr.  Melvin  B.  Lamberth,  Jr., 
Kilmarnock,  was  named  president-elect;  Dr. 
Louis  Parham,  Montross,  was  re-elected 
vice-president,  and  Dr.  Norman  R.  Tingle, 
Lively,  was  elected  secretary-treasurer. 

Richmond  Surgical  and  Gynecological 
Society. 

Dr.  Webster  Barnes  has  been  elected  pres- 
ident of  this  Society;  Dr.  Kenneth  Cherry, 
vice-president;  and  Dr.  Armistead  Williams, 
secretary-treasurer. 

Dr.  Chester  D.  Bradley, 

Hampton,  attended  the  International 
Congress  of  the  History  of  Medicine  at 
Siena,  Italy,  in  September.  He  presented  a 
paper  entitled  "The  Opinions  of  Napoleon 
on  the  Complications  of  Childbirth”. 

Dr.  William  C.  Constable 

Has  been  named  director  of  the  division 
of  radiotherapy  and  associate  professor  in 
the  department  of  radiology  at  the  Univer- 
sity of  Virginia  School  of  Medicine.  A na- 
tive of  Edinburgh,  Scotland,  he  spent  seven 
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years  at  three  major  British  radiotherapy 
centers,  specializing  in  the  treatment  of 
malignant  diseases.  Before  coming  to  the 
University  he  was  at  Upstate  Medical  Cen- 
ter, State  University  of  New  York,  Syra- 
cuse. 

Southwestern  Virginia  Loan  Fund. 

The  Southwestern  Virginia  Medical  So- 
ciety has  established  a loan  fund  for  needy 
students  of  medicine  from  southwestern 
Virginia.  The  Society  makes  available  up 
to  $5,000.00  to  students  who  are  beginning 
their  third  (or  junior)  year  in  medical 
school  and  on  through  residency  training. 
The  loan  will  bear  no  interest  until  after 
first  year  of  practice  and  beginning  with 
the  second  year  of  practice,  will  bear  4% 
interest  annually,  increasing  1 % yearly  to 
7%. 

Any  student  or  resident  interested  may 
obtain  information  from  the  chairman  of 
the  Loan  Committee,  Dr.  Joseph  H.  Early, 
Jr.,  Hillsville,  Virginia,  and  the  secretary 
of  the  Society,  Dr.  Giles  Gilmer,  Lebanon, 
Virginia. 

Fellows  of  the  American  College  of  Sur- 
geons. 

The  following  members  of  The  Medical 
Society  of  Virginia  were  made  Fellows  of 
the  American  College  of  Surgeons  at  its 
annual  meeting  in  October:  Drs.  Robert  L. 
Adeson  and  Edward  B.  MacMahon,  Alex- 
andria; Drs.  Rodley  L.  Belcher,  Philip 
Briguglio,  Robert  E.  Byrne,  Paul  E.  Fin- 
nerty,  and  Robert  P.  Nirschl,  Arlington; 
Drs.  James  I.  Masloff,  Myron  P.  Walzak,  Jr., 
and  Stephen  L.  Wangensteen,  Charlottes- 
ville; Dr.  John  J.  Charles,  Clifton  Forge; 
Drs.  John  C.  Bucur,  Thomas  M.  Fulcher, 
Marcus  P.  Goumas,  and  John  E.  Peterson, 
Falls  Church;  Drs.  Lawrence  R.  Moter  and 
William  Hollister,  Jr.,  Fredericksburg;  Drs. 
George  A.  Ferre  and  Stuart  H.  Harris, 
Lynchburg;  Dr.  William  F.  Peach,  Jr., 
Newport  News;  Dr.  James  P.  Cross,  Jr., 


Norfolk;  Drs.  Hyman  Stromberg  and  Hen- 
ry J.  Waive,  Portsmouth;  Drs.  Joseph  F. 
Kell,  Jr.,  James  W.  Pancoast,  Thomas  P. 
Stratford,  Jose  J.  Terz,  John  A.  Rawls,  and 
Louis  A.  Frederick,  Richmond;  Dr.  John 
W.  Wilks,  Roanoke;  Dr.  John  A.  Kastret- 
sios,  Stuart;  Drs.  E.  Joseph  Armbruster,  Jr., 
and  James  L.  Gardner,  Virginia  Beach;  and 
Dr.  John  M.  Pitman,  Jr.,  Williamsburg. 

Medical  Advisory  Board  for  flic  Division 

of  Motor  Vehicles. 

Governor  Godwin  has  appointed  follow- 
ing members  of  the  newly  created  medical 
advisory  board  for  the  Division  of  Motor 
Vehicles:  two-year  terms,  Dr.  Reno  R. 
Porter  and  Dr.  B.  W.  Haynes,  both  of  the 
Medical  College  of  Virginia,  and  Dr.  C.  L. 
Beauchamp,  an  optometrist  from  Coving- 
ton; four-year  terms,  Dr.  Cary  G.  Suter 
and  Dr.  Robert  W.  Jessee,  of  the  Medical 
College  of  Virginia,  and  Dr.  Clarence  A. 
Holland,  Virginia  Beach,  and  Dr.  Girard 
V.  Thompson,  Sr.,  Chatham. 

The  board  was  established  by  the  1968 
General  Assembly  to  assist  the  DMV  com- 
missioner with  the  advisory  opinions  con- 
cerning persons  with  physical  or  mental  dis- 
abilities who  seek  driver’s  licenses. 

The  Continuing  Education  Program 

Of  the  University  of  Virginia,  School  of 
Medicine,  announces  the  sixth  annual  medi- 
cal seminar  at  The  Homestead,  Hot  Springs, 
January  30,  31  and  February  1,  1969.  Fea- 
tured speakers  will  include  Dr.  Anthony  R. 
Curreri,  Professor  and  Chairman  of  Sur- 
gery, University  of  Wisconsin,  Madison; 
and  Dr.  Elias  Theros,  Chief  of  Radiological 
Pathology,  Forces  Institute  of  Pathology, 
Washington,  D.  C.  University  of  Virginia 
Faculty  include  Drs.  John  Buckman,  Wil- 
liam C.  Constable,  Milton  H.  Donaldson, 
David  R.  Hawkins,  Theodore  E.  Keats, 
Daniel  L.  Seale,  Richard  A.  Wetzel,  and 
Marvin  D.  White. 
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Roanoke  Academy  of  Medicine  Resolu- 
tion 

Subject:  Dismissal  of  Dr.  F.  J.  L.  Blasin- 
game  as  Executive  Vice-President  of 
the  American  Medical  Association. 

Whereas,  Dr.  F.  J.  L.  Blasingame,  affec- 
tionately known  as  "Bing”,  has  served  the 
medical  profession  long  and  conscientiously 
as  a private  practitioner  and  administrator; 
and 

Whereas,  Under  his  administration  as 
Executor  Vice-President  the  American 
Medical  Association  became  the  largest, 
most  influential  and  most  efficient  medical 
organization  in  the  world;  and 

Whereas,  Dr.  Blasingame ’s  knowledge 
of  government,  especially  in  the  field  of 
medical  legislation,  combined  with  his  strong 
aloofness  to  socialistic  medical  programs  is 
largely  responsible  for  the  survival  of  the 
private  practice  of  medicine  against  over- 
whelming odds;  and 

Whereas,  The  termination  of  his  serv- 
ices to  the  American  Medical  Association  is 
a great  loss  to  American  medicine  as  well 
as  to  each  of  us  individually;  be  it  therefore 

Resolved,  That  the  Roanoke  Academy 
of  Medicine  does  express  its  deep  regrets  and 
distress  at  the  dismissal  of  Dr.  Blasingame 
as  Executive  Vice-President  of  the  Ameri- 
can Medical  Association,  and  extends  to  Dr. 
Blasingame  its  sincere  appreciation  for  his 
long,  unselfish  and  devoted  service  to  organ- 
ized medicine  and  especially  for  his  efforts 
in  behalf  of  the  private  practice  of  medi- 
cine; and  be  it  further 

Resolved,  That  this  resolution  be  for- 
warded to  Dr.  Blasingame  with  the  best 
wishes  and  heartfelt  thanks  of  the  Roanoke 
Academy  of  Medicine  and  that  a copy  of  it 
be  sent  to  the  Board  of  Trustees  of  the 
American  Medical  Association,  and  to  The 
Medical  Society  of  Virginia  for  publication 
in  The  Virginia  Medical  Monthly. 

Unanimously  Adopted  October  7,  1968 
Peter  A.  Wallenborn,  President 


Viva  La  Virginia  Association  of  Medical 

Assistants 

We  doctors  of  The  Medical  Society  of 
Virginia  can  be  proud,  justifiably,  of  our 
girls  of  the  Virginia  Association  of  Medical 
Assistants  during  the  12th  Annual  Conven- 
tion of  the  American  Association  held  in 
Columbus,  Ohio,  October  9-12,  1968. 

Of  course,  Ffistorians  will  say  that  the 
South  was  defeated  in  The  War  Between  the 
States.  Personnally,  I abhor  that  conflict 
being  referred  to  as  A Civil  War. 

There  are  many  well  qualified  and  elo- 
quent statesmen  who  have  and  still  main- 
tain that  "The  South  Shall  Rise  Again”. 
Whether  or  not  this  is  documented  by  the 
election  of  November  5 th,  our  girls  from 
Virginia  invaded  the  North,  on  October 
9th,  and  were  victorious  in  four  battles, 
namely — 

1.  Mrs.  Ruth  Dize  of  Norfolk  was 
elected  President-Elect  of  the  American 
Association  of  Medical  Assistants. 

2.  Mrs.  Lonie  Kanak  of  Richmond  was 
elected  to  the  Board  of  Trustees  of  the 
American  Association  of  Medical  Assistants. 

3.  Mrs.  Evelyn  Camper  of  Norfolk  was 
acclaimed  the  prettiest  best  dressed  dancer 
at  The  Roaring  20’s  Party,  October  11th. 

4.  Virginia  won  over  Atlantic  City  as 
the  Host  of  the  1973  Annual  Meeting  of 
the  American  Association  of  Medical  As- 
sistants which  will  be  held  at  The  Golden 
Triangle,  Norfolk. 

In  the  last  battle,  the  girls  staged  an  ex- 
cellent campaign  but  due  credit  must  be 
accorded  Mr.  Trafton  Robertson  of  The 
Golden  Triangle  who  came  to  Columbus 
and  gave  a clear,  comprehensive  report  of 
the  facilities  which  will  be  accessible,  in- 
cluding the  $3  5,000,000  Coliseum  and  the 
200  additional  rooms  of  The  Golden  Tri- 
angle which  will  be  available  at  that  time. 

In  addition  to  routine  business,  plus  an 
excellent  educational  program,  and  aug- 
mented by  many  commercial  exhibits,  the 
officers  and  trustees  elected  two  very  ca- 
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pable,  influential,  and  helpful  physicians  as 
Advisors,  Dr.  Rex  Kenyon,  noted  patholo- 
gist and  lecturer  from  Oklahoma  City  and 
Dr.  David  G.  Welton,  prominent  derma- 
tologist and  world  traveler  of  Charlotte, 
N.  C.  Many  of  us  in  Virginia  have  had  the 
privilege  and  pleasure  of  meeting  Dr.  Wel- 
ton when  he  has  addressed  medical  groups 
in  Virginia. 

The  following  members  of  the  Virginia 
Association  of  Medical  Assistants  were  pres- 
ent: Ruth  Dize,  Lonie  Kanak,  Doris  Jen- 
nings, Evelyn  Camper,  Jeanne  Mitchell, 
Mary  Jane  Lockhard,  Vivian  Tucker,  Bev- 
erly Sydnor,  and  Macel  Wisecarver. 

Colleagues,  again  let  me  urge  you  to  allow 
these  ladies,  who  add  so  much  to  the  success- 
ful operation  of  our  offices,  time  off  to  at- 
tend the  ’69  meeting  in  Hawaii  and  render 
them  financial  assistance,  which  expense  is 
deductible  as  an  office  expenditure. 

John  Wyatt  Davis,  Jr.,  M.D. 

A AM  A Advisor 

Associate  Medical  Director  Wanted. 

Full-time  interested  in  preventive  medi- 
cine for  a plant  of  a large  corporation  lo- 
cated in  Winston-Salem,  North  Carolina, 
with  5,000  shop  and  office  workers.  Gen- 
eralist, internal  medicine  or  occupational 


health  background  preferred.  Desirable  age 
30  to  45.  Salary  commensurate  with  ex- 
perience. Apply  to  $rl40,  care  Virginia 
Medical  Monthly,  4205  Dover  Road,  Rich- 
mond, Virginia  23221  {Adv.) 

For  Sale — 

Green  Refractor,  Serial  No.  7996. 

A.  O.  Hydraulic  Chair  and  Stool. 

Refractor  Stand  and  Rheostat. 

All  in  excellent  condition.  Priced  at 
$1,000.00.  Contact  Dr.  G.  C.  Andes,  182 
Harrison  Street,  Harrisonburg,  Virginia. 
Phone  434-3866.  (Adv.) 

For  Sale. 

One  Picker  300  MA-125  KVP  Genera- 
tor, 1/30  second  timer  Centurian  11  Ra- 
diographic-Fluoroscopic table  with  8x10- 
10  x 12  spot  film  device  rotating  anode 
tubes  floor  to  ceiling  tube  stand.  Price 
$3500.00. 

One  Picker  200  MA-100  KVJ  Generator, 
1/20  second  timer  Centurian  11  Radio- 
graphic-Fluoroscopic 8x10-10x12  spot 
film  device  rotating  anode  tubes  floor 
mounted  tube  stand.  Price  $1500.00. 

Contact  Sigmund  Newman,  M.D.,  1220 
East  West  Highway,  Apt.  522,  Silver 
Spring,  Maryland  20910.  (Adv.) 


Obituary .... 


Dr.  John  William  Devine,  Sr., 

Fynchburg,  died  September  29,  at  the  age 
of  eighty-three.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  1907  and  had 
practiced  in  Fynchburg  since  that  time.  Dr. 
Devine  served  as  a captain  in  the  army  med- 
ical corps  during  World  War  I.  He  was  a 
member  of  the  Rotary  and  the  Elks  Clubs 
and  several  medical  organizations.  Dr.  De- 


vine had  been  a member  of  The  Medical 
Society  of  Virginia  for  forty-eight  years. 

A son,  Dr.  Devine  Jr.,  also  of  Fynchburg, 
survives  him.  A brother  is  Dr.  Charles  De- 
vine  of  Norfolk. 

Dr.  George  Washington  Oast, 

Portsmouth,  died  October  14.  He  was 
seventy-six  years  of  age  and  received  his 
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medical  degree  from  the  University  of 
Pennsylvania  in  1918.  Dr.  Oast  had  prac- 
ticed in  Portsmouth  since  1920.  He  had 
been  a member  of  The  Medical  Society 
of  Virginia  for  forty-seven  years. 

His  wife  and  two  daughters  survive  him. 
Two  brothers  are  Dr.  T.  E.  Oast,  Ports- 
mouth, and  Dr.  Fred  F.  Oast,  Roanoke. 

Dr.  George  Couch  Snead, 

Appalachia,  died  September  15,  at  the  age 
of  seventy-five.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  1917.  Fol- 
lowing his  discharge  from  the  armed  serv- 
ices in  World  War  I,  he  engaged  in  general 
and  industrial  practice  in  Southwest  Vir- 
ginia, and  for  twenty-five  years  was  asso- 
ciated with  the  Westmoreland  Coal  Com- 
pany. Dr.  Snead  was  a past  president  of  the 
Wise  County  Medical  Society  and  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia since  1924. 

Dr.  Snead’s  death  followed  by  eight  days 
that  of  his  wife. 

Dr.  George  Andrew  Duncan, 

Norfolk,  died  October  8.  He  was  sixty- 
four  years  of  age  and  received  his  medical 
degree  from  the  University  of  Maryland  in 
1928.  Dr.  Duncan  began  the  practice  of 
orthopedic  surgery  in  Norfolk  in  1936.  He 
was  president  of  the  staff  of  dePaul  Hos- 
pital from  1941  to  1942.  In  1942  began 
service  in  World  War  II  with  the  45th  Gen- 
eral Army  Hospital  in  the  African-Mediter- 
ranean Theatre.  He  was  awarded  the  Fegion 
of  Merit.  Dr.  Duncan  resumed  his  practice 
in  1945.  He  conducted  the  Crippled  Chil- 
dren’s Clinics  on  the  Eastern  Shore  and  at 
Dixie  Hospital  in  Hampton  for  many  years. 
He  was  on  the  orthopedic  staffs  at  Norfolk 
General  and  dePaul  Hospitals  and  was  a 
consultant  and  lecturer  at  Feigh  Memorial, 
U.  S.  Public  Health  Service  Hospital  and 
at  the  Portsmouth  Naval  Hospital.  In  1957, 
Dr.  Duncan  was  awarded  State  and  national 
honors  in  recognition  of  his  work  in  the 


rehabilitation  of  the  handicapped  and  re- 
ceived the  award  of  the  President’s  Com- 
mittee. He  also  won  honors  on  the  com- 
munity level. 

An  editorial  in  the  Virginian-Pilot  stated 
"Dr.  George  A.  Duncan  walked  with  so 
lively  a step  that  younger  colleagues  were 
hard  put  to  keep  pace  with  him  on  hospital 
rounds;  yet,  one  remembered  after  his  death 
this  week,  he  never  tried  to  terminate  a 
conversation  with  a patient.  'You  feel,’  a 
patient  said,  'that  he’s  always  in  your  cor- 
ner.’ * * * * His  memory  for  details  about 
those  he  had  helped  stemmed  from  his  inter- 
est in  them  as  individuals.  After  his  retire- 
ment last  year  his  associates  set  up  a me- 
morial lectureship  through  the  Norfolk 
Area  Medical  Authority,  which  was  for- 
tunate but  hardly  necessary  to  assure  that 
he  would  be  remembered  among  patients 
he  healed  and  remembered.” 

Dr.  Duncan  was  a past  president  of  the 
Norfolk  County  Medical  Society  and  the 
National  Association  of  Bone  and  Joint  Sur- 
geons. He  had  been  a member  of  The  Med- 
ical Society  of  Virginia  for  thirty-two  years. 

His  wife,  two  sons  and  a daughter  survive 
him. 

Dr.  Weisiger. 

William  Robert  Weisiger  was  born  in  Richmond, 
on  August  24,  1888.  He  was  graduated  from  Ran- 
dolph-Macon  College  and  entered  the  University  Col- 
lege of  Medicine  at  Richmond,  where  in  1909  he 
was  awarded  the  M.D.  degree.  He  was  an  intern 
and  medical  resident  at  St.  Luke’s  Hospital,  Rich- 
mond. 

Dr.  Weisiger  was  a "country  doctor”  in  Cumber- 
land County,  as  he  began  the  general  practice  of 
medicine.  Later,  he  moved  to  Richmond  and  did 
general  practice  on  Church  Hill. 

In  1917,  when  the  United  States  entered  World 
War  I,  he  went  with  the  American  Expeditionary 
Force  to  France.  He  was  attached  to  the  distin- 
guished McGuire  Hospital  Unit,  Base  Hospital  45, 
and  served  as  a field  hospital  surgeon.  Wounded  in 
line  of  duty,  he  was  awarded  the  Purple  Heart.  At 
the  close  of  the  war,  he  was  commissioned  Lieutenant 
Colonel  in  the  Army  Medical  Corps  Reserve. 

Still  a young,  though  quite  experienced,  physician 
of  thirty  years  of  age,  Dr.  Weisiger  moved  to  New 
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York  and  spent  four  years  receiving  specialized  train- 
ing in  the  treatment  of  diseases  of  the  eye,  ear,  nose 
and  throat.  In  1922  he  returned  to  Richmond,  which 
was  to  be  his  home  thereafter,  and  began  his  spe- 
cialized practice. 

Some  time  after  establishing  his  office,  he  realized 
Richmond’s  need  for  an  office  building  for  physi- 
cians and  surgeons,  whereupon  he  joined  with  other 
members  of  his  profession  in  erecting  the  Medical 
Arts  Building  at  Second  and  Franklin  Streets.  Oc- 
cupants of  the  new  building  acquired  their  suites 
by  outright  purchase,  thus  amortizing  the  cost  of 
construction.  This  condiminium  method  of  provid- 
ing the  building  proved  successful  and  has  been  often 
employed  in  similar  instances  by  professional  groups 
since  then.  This  was  but  one  evidence  of  the  business 
acumen  of  this  prominent  physician  for  he  was  a 
man  of  sound  judgment  and  proved  himself  "a  good 
business  man”. 

Throughout  his  adult  life  Dr.  Weisiger  was  in- 
terested and  active  in  various  bodies  of  the  Masonic 
Order,  which  gave  him  many  of  its  highest  honors, 
including  the  office  of  Grand  Master  of  Masons  in 
Virginia  and  District  Deputy  Grand  Master  of  the 
15  th  Masonic  District.  He  was  awarded  the  most 
coveted  3 3 rd  Degree  of  Masonry. 

Following  a successful  medical  practice,  Dr.  Wei- 
siger retired  and  devoted  more  of  his  time  to  the 
service  of  Masonic  organizations  and  interests.  In 
declining  health  for  his  last  years,  he  finally  was 
released  from  an  exhausted  body  on  May  6,  1968, 
which  was  laid  to  rest  in  Maury  Cemetery  of  this 
city. 

The  members  of  this  Richmond  Academy  of  Med- 
icine do  now  on  this  eighth  day  of  October,  1968,  pay 
their  affectionate  tribute  of  respect  and  appreciation 
for  this  distinguished  fellow  physician,  this  man  of 
integrity  and  honor,  this  man  widely  known  and 
deeply  loved,  William  Robert  Weisiger,  Doctor  of 
Medicine. 

Edward  E.  Haddock,  M.D.,  Chairman 

L.  Benjamin  Sheppard,  M.D. 


Dr.  Houk. 

Dr.  John  Walter  Houk  died  at  his  home  in  Roa- 
noke, September  15,  1968,  after  a long  illness.  Dur- 
ing the  many  months  that  he  was  ill,  he  remained 
cheerful  and  carried  on  his  work  almost  to  the  end. 
He  was  a devoted  husband  and  father  with  his  work 
coming  only  second  to  his  family.  Indeed,  he  will 
be  missed  by  everyone  who  had  the  privilege  of  being 
associated  with  him. 

Dr.  Houk,  who  was  born  in  Akron,  Ohio,  Febru- 
ary 27,  1905,  attended  Akron  University  and  the 
University  of  Chicago.  He  was  graduated  from  Adel- 
bert  College  of  Western  Reserve  University  in  1926 
with  an  A.B.  degree  and  received  his  medical  degree 
from  Western  Reserve  University  School  of  Medicine 
in  1929. 

After  practicing  three  years  at  St.  Luke’s  Hospital 
in  Cleveland,  he  joined  the  medical  staff  of  the  Erie 
Railroad  in  1933  and  was  named  Assistant  Chief 
Surgeon  for  the  railroad  six  years  later.  In  1944,  he 
joined  the  Nickel  Plate  Railroad  as  Medical  Director. 
He  was  named  Medical  Director  of  the  Norfolk  and 
Western  Railway  Company  in  1964,  at  which  time 
he  came  to  Roanoke  from  Cleveland. 

Dr.  Houk  was  a founder  member  of  Cleveland 
Health  Museum.  He  was  a member  of  the  Cleveland 
Academy  of  Medicine;  the  Ohio  State  Medical  So- 
ciety; the  Roanoke  Academy  of  Medicine;  The  Med- 
ical Society  of  Virginia;  American  Medical  Associa- 
tion; American  Association  of  Railway  Surgeons;  and 
Southern  Association  of  Railroads. 

He  is  survived  by  his  wife,  two  sons  and  three 
daughters. 

Be  it  resolved  that  we  express  our  deep  regret 
on  the  passing  of  John  Walter  Houk. 

Be  it  further  resolved  that  a copy  of  this  res- 
olution be  sent  to  the  family  of  Dr.  Houk  and  a 
copy  to  the  Virginia  Medical  Monthly. 

W.  R.  Whitman,  Jr.,  M.D. 

John  W.  Humphries,  M.D. 

Lawrence  C.  Ball,  M.D. 
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Facial  nerve  palsy,  Correlation  be- 
tween emotional  disorder  and,  683 
Fever,  headaches  and  delirium,  421 
Fluoridation — a means  of  preventive 
dentistry,  697 

Foreign  body  embolus  to  middle  cere- 
bral artery,  151 

Gastric  analysis,  578 
Gastrointestinal  tract  due  to  drinking 
battery  acid,  Injuries  of  the  upper, 
679 

Gastrostomy  in  infants,  205 


Geriatric  patients  in  Virginia’s  State 
Mental  Hospitals,  41 
Glue  sniffing:  a new  symptom  of  an 
old  disease,  304 
Goodpasture’s  syndrome,  83 

Hand  infections,  Care  and  treatment 
of,  601 ; The  diagnosis  and  treat- 
ment of — injuries  in  children,  407 
Handicapped  child,  Prescribing  a camp 
for  the,  154 

Headaches,  fever  and  delirium,  421 
Hearing  aids  and  — air  dealers,  195 
Heart  disease  and  the  sodium  content 
of  drinking  water,  46 
Hepatic  granuloma  and  terminal  meni- 
gitis,  Relapsing  febrile  illness  in  a 
child  with,  102;  Common  bile  duct 
obstruction  by  ascaris  with — abscess, 
725 

Hepatitis-infectious  mononucleosis  an- 
tibody test,  701 

Hernia,  The  surgical  indications  and 
treatment  of  esophageal  hiatal,  412 
Hiatal  hernia,  The  surgical  indica- 
tions and  treatment  of  esophageal, 
412 

Hip  problems  in  the  paraplegic  patient, 
340 

Hodgkin’s  disease,  Recurrent  neck  mass 
following  irradiation  of,  31 
Hypertension,  hyperuricemia  and  azo- 
temia, 621 

Hyperuricemia,  hypertension  and  azo- 
temia, 621 

Hysterical  personality  and  the  psychi- 
atric trainee,  689 

Idealist,  The  great:  the  life  and  times 
of  Dr.  Ennion  G.  Williams,  94 
Infancy,  Sudden  and  unexpected  death 
in,  63 

Infant  mortality  in  Virginia,  636 
Infarction,  Hospital  experience  with 
acute  myocardial,  201 
Influenza,  A-2  outbreak  at  the  Medical 
College  of  Virginia,  366 ; Impact  of 
the  1967-68  — epidemic,  369 
Irradiation  of  Hodgkin’s  disease,  Re- 
current neck  mass  following,  31 
Intracranial  pressure  without  papil- 
ledema, Increased,  466 

Jefferson’s  School  of  Medicine  at  The 
College  of  William  and  Mary  in 
Virginia,  88 

Laboratory  building,  The  State,  44 
Leprosy,  634 

Leukemia,  Abdominal  catastrophe  com- 
plicating plasma  cell,  296;  Fever  of 
undetermined  origin  and  — , 728 
Lidocaine  for  cardiac  arrhythmias,  In- 
travenous, 513 

Ligamentous  injuries  of  the  ankle, 
Treatment  of  lateral,  617 
Light  coagulation,  269 
Liver  abscess  diagnosed  by  autopsy, 
610;  — failure  in  a young  man,  218 
Lobotomy  — twenty  years  later,  306 

Malgre  Lui,  A training  program,  99 
Medical  education,  University  of  Vir- 
ginia's “Firsts”  in  the  history  of,  158 
Medical  Society  of  Virginia,  The: 
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Council  minutes,  241 ; committees, 
247;  council  minutes,  492;  program 
of  annual  meeting,  545 ; reports  for 
annual  meeting,  555  ; council  min- 
utes, 702;  Minutes  of  annual  meet- 
ing, 751 

Melioidosis,  117 

Meningitis,  Relapsing  febrile  illness  in 
a child,  with  hepatic  granuloma  and 
terminal,  102 

Mental  health,  Community  psychiatric 
or  community,  179;  The  Virginia 

community and  — retardation 

services  act,  371 ; New  procedures 
for  admission  to  — hospitals,  599; 
Impact  of  general  obligation  bonds 
on  — hygiene  and  hospitals,  585 

Motorcycle  accidents  at  the  University 
of  Virginia  Hospital,  15 

Myocardial  infarction,  Hospital  experi- 
ence with  acute,  201 

Newborn,  An  approach  to  the  radio- 
logic  diagnosis  of  respiratory  dis- 
tress in  the,  658 

Nurses  and  physicians,  National  con- 
ference for,  183 
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Cardwell  Camden  Nuckols,  386 
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Ophthalmic  surgery,  Cryotherapy  in, 
597 


Otoplasty  techniques,  The  evolution  of, 
642 

Ovulation,  Induction  of,  289 

Palsy,  Correlation  between  emotional 
disorder  and  facial  nerve,  683 

Papilledema,  Increased  intracranial 
pressure  without,  466 

Paraplegic  patient,  Hip  problems  in 
the,  340;  Renal  disease  in  a — — , 
468 

Parkinson-like  syndrome,  Drug-induc- 
ed, 746 

Patient  work  programs  at  Western 
State  Hospital,  114 

Pemphigoid,  Benign  mucous  membrane, 
337 

Peripheral  vascular  injuries,  Major 
acute,  670 

Phantom  sensation  phenomenon,  A re- 
view of  the,  425 

Phenylketonuria  — phenylpyruvic  oli- 
gophrenia, 231 

Pill  and  figure  changes,  A preliminary 
report  on  the,  283 

Pregnancy,  Familial  angioneurotic  ede- 
ma in,  417 

Prosthetics,  Immediate  postsurgical,  720 

Protein  bound  iodine,  741 

Psychiatric  trainee,  Hysterical  person- 
ality and  the,  689;  Defining  — terms 
— casework,  counseling  and  psycho- 
therapy, 631;  Brain  tumors  in  — 
practice,  351 

Pulmonary  mycoses  in  the  Richmond 
area  1957-1966,  309 

Radiation  safety  and  control  in  Vir- 
ginia, 113 

Radiologic  diagnosis  of  respiratory  dis- 
tress in  the  newborn,  An  approach 
to  the,  658 

Reconstructive  procedures  in  head  and 
neck  cancer  surgery,  277 

Renal  failure  without  obvious  cause, 
534 

Respiratory  distress  in  the  newborn, 
An  approach  to  the  radiologic  diag- 
nosis of,  658  ; — failure  after  mul- 
tiple injuries,  355 

Rheumatic  fever  prevention,  1968,  234 

Rubella:  its  diagnosis,  its  role  in  tera- 
togenesis  and  its  prevention,  488 

Salmonella  and  shigella  infections  in 
the  Richmond  area,  The  frequency 
of,  175 

Sarcoma  of  the  vagina,  Reticulum  cell, 
147 

Shigella  and  salmonella  infections  in 
the  Richmond  area,  the  frequency 
of,  175 

Skin  cancer,  110 

Snakebites  in  Virginia,  The  treatment 
of  poisonous,  509 
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Albemarle  County  Medical  Society,  190 
Fairfax  County  Medical  Society,  261 
Loudoun  County  Medical  Society,  384 
Norfolk  County  Medical  Society,  714 
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Virginia  Society  of  Internal  Medicine, 
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Sodium  content  of  drinking  water, 
Heart  disease  and  the,  46 
Spondylitis,  The  clinical  and  pathologi- 
cal cardiac  manifestations  of  rheu- 
matoid, 132 

Stilbestrol  in  the  treatment  of  pros- 
tatic carcinoma,  The  question  of, 
238 

Suicide  in  Virginia  and  the  nation,  583 
Syphilis  under  our  noses,  607 

Tendinitis,  Surgical  treatment  of  cal- 
cific sub-acromial,  11 
Thrombosis,  The  surgical  management 
of  iliofemoral  venous,  141 
Trachea,  Cylindroma  of  cervical,  26 
Training  program  Malgre  Lui,  A,  99 
Trichinosis,  44 

Trisomy  17/18  syndrome,  The,  208 
Tuberculosis,  Changes  in  health  de- 
partment facilities  attributable  to 
modern  treatment  of,  177 

Ultrasonic  diagnosis  in  obstetrics,  129 
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history  of  medical  education,  158 
Ureteral  embryology  and  resultant 
anomalies,  395 

Vascular  injuries,  Major  acute  periph- 
eral, 670 

Vitreous  abscess  following  dart  injury, 
masked  by  steroids  and  antibiotics, 
525 
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State  Hospital,  Petersburg,  227 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


OI5RI7 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropriate  | 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate  I 
vitamin  Bu  therapy  may  result  in  hematologic  remission  but  neu-  I 
rological  progression.  Adequate  doses  of  vitamin  Bu  (parenteral,  I 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic  j 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or  1 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  Bu.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  Bu,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  I 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bn  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


* 

% 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
j oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  ‘If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . ."3 


..  iiniiiit  «»r 

^^thocarban 

750  mg 


I **»  cixti 

law  I VII 
Mxxnylloll  1 


O Heat  “A  very  valuable 

method  of  applying 


heat  at  home  is  a prolonged 


fj  1,  ) p:  hot  bath. 

'u*  fe- 


“Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 


Robaxirf-750 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg. ) Robaxin  Injectable  (methocarbamol,!  Gm./!0cc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L. A. : GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  78.- 26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14: 23,  1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 
62:142, 1962.  (7).  Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62-.1985, 1962. 


(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 


II  nstDIKIC  A-  H.  ROBINS  COMPANY 
/|'H'|7UD|Ivj  RICHMOND,  VIRGINIA  23220 


DOCTORS: 

ADMINISTRATORS: 


Terrace  Hill  Nursing  Home 
Is  a Fully  Accredited 
Medicare  Approved 
Extended  Care  Facility 

Within  9 minutes  from  any  local  hospital 


In  compliance  with  the  Civil  Rights  Act  of  1964 


• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  • Activities 

• Trained  Dietitian  • Male  Orderlies 

• Air-Conditioned  Rooms 


Patients  under  care  of  their  own  Physicians 

Neal  L.  Maslan,  M.P.H. 

\L,. 

A dministrator 


State  and  City  Health  Depts.  Approved 


" Understanding  Care” 


Member:  -f-  Va.  Nursing  Home  and  American  Nursing  Home  Assns. 

Terrace  Hill  Nursing  Home, 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


Member 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Webster  P.  Barnes,  M.D. 
John  H.  Reed,  Jr.,  M.D. 
Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Endoscopy,  Thoracic  & Vascular 
Surgery 

Joseph  W.  Coxe  III,  M.D. 

H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Director  of  Nurses 
McGuire  Clinic 

Mary  Virginia  Cockrell,  R.N. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

William  H.  Harris,  Jr.,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 

Alice  Virginia  Thorpe,  M.D. 

David  L.  Litchfield,  M.D. 

Burness  F.  Ansell,  Jr.,  M.D. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 

Director  of  Nurses 
St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  E.  Seim,  M.D. 

f- 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

G.  E.  Smith,  Jr.,  M.D. 

Physical  Therapy 

Alice  S.  Ehrenhalt,  R.P.T. 

Administrator 

William  D.  Gibson,  M.H.A. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive 
therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family 
therapy,  and  an  extensive  and  well  organized  activities  program,  including  occupational 
therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  8 5 acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 


Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  John  H.  Tobin,  Jr.,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerald  W.  Atkinson.  M.D. 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle  RICHMOND.  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 
William  W.  Martin,  Jr.,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Franklin  P.  Watkins,  M.D. 
Pediatrics: 

Edward  G.  Davis,  Jr.,  M.D. 
Thomas  P.  Overton,  M.D. 

Albert  S.  Thompson,  Jr.,  M.D. 
Edward  J.  Wiley,  M.D. 
Ophthalmology,  Otolaryngology: 
Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology : 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery : 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 
Physical  Therapy: 

Marilyn  B.  Morrison,  R.P.T. 
Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Hunter  B.  Frischkorn,  Jr.,  M.D, 
William  C.  Barr,  M.D. 

James  W.  Proffitt,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 
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1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  try  Grinnell  Sprinkler  System 


Fourth  Deoado  of  Nursing 


MRS.  PLYLERS 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  I.  CLARK  (1884-1955)  GENE  CLARK  REGIRER  (1912-1962) 
A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 


Accredited  by  the  Joint  Commission  on  Accreditation  & Approved  for  Medicare. 

A private  hospital  located  on  the  Chesapeake  Bay  for  the  treatment  of  nervous  and  emotional  disorders  and 
addiction.  Treatment  includes  Chemotherapy,  Electro-shock  therapy  (convulsive  & non-convulsive).  Insulin 
Therapy,  Indoklon  Therapy,  individual  and  group  Psychotherapy  and  social  service  work.  Included  in  Occu- 
pational Therapy  are  various  types  of  craftwork  including  ceramics,  tile  craft  and  sewing.  There  is  a wide 
variety  of  daily  game  activities  such  as  bowling  and  checker  tournaments.  There  are  dancing  classes  and  a 
large  studio  for  Art  Therapy.  Recreational  facilities  include  a swimming  pool,  tennis  court,  picnic-cookout 
area  and  a boat  for  cruises  in  the  Bay  in  warm  weather.  There  is  also  a gymnasium  and  sauna  baths. 

The  entire  treatment  program  is  patient  centered,  with  every  detail  of  care  directed  toward  returning  the  pa- 
tient to  a contented  & well  balanced  life. 

The  Hampton  Roads  Reading  Improvement  Center  for  dyslexic  children  is  also  located  in  the  hospital.  Reme- 
dial therapy  is  provided  individually  as  well  as  in  small  groups  on  an  out-patient  basis. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D. 

BROCHURE  OF  LITERATURE  SENT  ON  REQUEST 
Contact:  Medical  Director,  530  E.  Queen  St.,  Hampton,  Va.  23369  722-2504 
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Protectors 

Provide 

Realistic 

Coverage 
With  No 
Paperwork 

The  Dream  Protectors  cut  overhead  for  employers  by  handling 
the  paperwork.  They  take  care  of  the  important  but  time- 
consuming  administrative  details.  And  they  see  that  employees 
get  realistic  protection  for  health  care  expenses  wherever  they  go. 

The  Dream  Protectors  do  the  job  for  over  a million  Virginians. 


BLUE  CROSS  and  BLUE  SHIELD 

2015  Staples  Mill  Road 

Box  656,  Richmond,  Virginia  23205 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


James  P 

William  D.  Keck,  M D. 

Clinical  Director 
James  K.  Morrow,  M D 
Morgan  E.  Scott,  M.D. 

Edward  E Cale,  Jr.,  M D 


Clinical  Psychology: 

Thomas  C Camp,  Ph  D 
Card  McCraw,  Ph  D. 
David  F.  Strahley,  Ph  D. 


King,  M.D.,  Director 

Malcolm  G.  MacAulay,  M.D. 
Don  L.  Weston,  M.D. 

(Military  Leave) 

J William  Giesen,  M.D. 
David  S.  Sprague,  M.D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W Va  109  E.  Main  Street,  Beckley,  W.  Va 

David  M.  Wayne,  M.D  W.  E.  Wilkinson,  M.D. 

Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.D. 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty-four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 

Rates: 

$70.00  to  $100.00  per  week 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

oSo 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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Peoples  Drug  Stores 
are  now  dispensing 
most  prescriptions  in  a 


SAFETY-CAP 

CONTAINER 

THATL 

at  no  extra  cost 


Millions  of  times  every  year,  a child  swallows  a 
potential  poison.  If  even  one  family  is  spared 
this  agony  through  the  use  of  this  Safety-Cap 
Container  our  efforts  will  have  been  worthwhile. 


Since  1905  all  Peoples  Drug  Stores 
have  filled  more  than  100  million  prescriptions. 
A measure  of  the  trust  people  have  in  Peoples. 


PRESCRIPTION  DRUG  STORES 
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GUI  Memorial  Eye,  Ear,  Nose  And  Throat 
Hospital,  Inc.  And  Clinic 

707-711  South  Jefferson  Street  • Roanoke,  Virginia 


STAFF 

Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Scott  W.  Little 
Dr.  Junius  E.  Crowgey 
Dr.  John  Wilson  Kolmer 
Dr.  Charles  M.  Shortridge 
Charles  T.  Akers,  Jr. 
Administrator 


A Modern  Fireproof  Hospital  and  Clinic, 
the  Latter  Recently  Designed  in  the  Ad- 
jacent Seven-O-Seven  Building.  Especial- 
ly Equipped  for  Medical  and  Surgical 
Care  of  Ophthalmology,  Otolaryngology, 
Surgery  for  Deafness,  Rhinoplastic  Sur- 
gery, Bronchoscopy  and  Esophagoscopy. 


Courtesy  Staff  Includes  Dental  and  Oral  Surgery. 

Complete  Laboratory  and  X-Ray  Equipment.  Physicians  and  Graduate  Nurses  in  Constant  Attendance. 

For  further  information,  address: 

Administrator,  Box  1789,  Roanoke,  Virginia  24008 


ST.  ELIZABETHS  HOSPITAL 

617  West  Grace  Street 

Richmond,  Virginia 

Established  1912 

James  T.  Gianoulis,  M.D. 

O.  Christian  Bredrup,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

General  Surgery  and  Gynecology 

Radiology 

General  Medicine 

James  W.  Pancoast,  M.D. 

Austin  I.  Dodson,  Jr.,  M.D. 

George  W.  Reese,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

Leroy  Smith,  M.D. 

J.  Edward  Hill,  M.D. 

Elmer  S.  Robertson,  M.D. 

Plastic  Surgery 

Urology 

Internal  Medicine 

L.  0.  Snead,  Jr.,  M.D. 

William  T.  Stuart,  M.D. 

Charles  A.  Pollock,  Jr.,  M.D 

Radiology 

Urology 

Levi  W.  Hulley,  M.D. 

General  Medicine 

Internal  Medicine 

William  R. 

Draper,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

r ° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68169 


Q.  How  much  does 

the  anticostive* 
hematinlc  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINICT 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


TAO’(tnacetyloleandomycin) 

Brief  Summary 

INDICATIONS:  Include  staphylococci, 
streptococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLIN- 
ICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
- event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 


J.B.ROERIG  DIVISION 

CHAS.  PFIZER  & CO..  INC. 
235  EAST  42nd  STREET 
NEW  YORK.  N.Y.10017 


In  vitro 

susceptibility  results 

”TAO 


(triacetyl- 

oleandomycin) 


in  Staphylococcus 
aureus  cultures, 
as  shown  in 
studies  of 
antibiotics. 
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/T'A  (triacetyl- 
LnkJ  oleandomycin) 


is  a macrolide  antibiotic,  for  use  only  in 
the  treatment  of  acute  severe 
infections  where  adequate 
sensitivity  testing  has 
demonstrated  susceptibility 
to  this  antibiotic  and  resistance 
to  other  less  toxic  agents. 


when  cough 
is  not 

the  only  sound 
you  hear . . ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  a$d  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


\ 

Westbrook 

Psychiatric  Hospital,  Inc. 
Richmond,  Virginia 

FOUNDED  1911 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 
SHERMAN  MASTER,  M.D. 
Associate 


JOHN  R.  SAUNDERS,  M D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 
R.  H.  CRYTZER 
Administrator 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond,,  Virginia  23227 
Telephone  266-9671 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


FESTIVITIES  SANS  STRESS 
IN  COUNTRY  SECLUSION 

I IeARTHSIDE  wassail, 

Yule  log,  carols,  other  merry- 
making plus  golf  at 
Xmas  package  rates. 
Rooms,  suites  with 
fireplace,  balcony. 


THE 

BOAR’S  HEAD 
INN 

CHARLOTTESVILLE,  VIRGINIA 
For  reservations,  brochure,  phone  (locally)  770-2051 
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TA- 6006 


in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  starts  working  within  3 to  4 days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil " 

oxyphenbutazone 


Tandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


TA- 6006 


Tandearil 

oxyphenbutazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation : his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage, 
history  of  drug  allergy;  history  of 
blood  dyscrasia  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease 

Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination. including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in* 
stitute  countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set Drug  rash  occasionally  occurs 
If  it  does,  promptly  discontinue  the 
drug  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome. Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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Every  Virginia  Doctor  Should 
Have  This  Book! 

The  history  of  medicine  in  the  Old  Common- 
wealth in  the  last  century  is  a work  every  doctor 
should  be  proud  to  own.  Complete  and  intensely 
interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 


Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
19th  Century 
$2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond,  Virginia  23221 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM*.  Glyceryl  guaiaco- 
late,  50  mg.,  Dextromethorphan  hydrobromide,  7 5 mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 


/H+ROBINS 


Professional  service  to  the 
Medical-Dental  Group 

CAPITAL  C 

^EmT  CORPORATION 

9107  Quioccasin  Road,  Richmond,  Virginia 

Trained,  experienced  collection  specialists 

A fully  bonded  and  audited  agency 
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Every  I'irginia  Doctor  Should 
Have  T h is  Book! 

The  history  of  medicine  in  the  Old  Common- 
wealth in  the  last  century  is  a work  every  doctor 
should  be  proud  to  own.  Complete  and  intensely 
interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 
Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 

19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond,  Virginia  23221 


It’s  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
through  AMEF 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


' Vi-* 
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...but  his  other  symptoms: 

functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

(AMITRIPTYLINE  HCI|MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

$$  MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  TODAY’S  THEORY  IS  TOMORROWS  THERAPY 


ready ; 
f or  bed . 


but  not 


because  psychic  tension 
may  not  stop  at  night 

The  calming  action  of  Valium  (diaz- 
epam) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
build-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness,  Valium 
can  be  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


'rf 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predispositior)  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  dipfopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 
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